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The shortest route in oral androgen therapy — 
by-passing the liver 












With Metandren Linguets the transmucosal absorption of methyltestos- ] 
terone permits direct passage into the bloodstream—by-passing the in- ( 
activating action of the liver and destruction by the gastric contents. 
The response to Metandren Linguets approximates that of injected 
androgen. 
Metandren Linguets for buccal or sublingual administration provide ' 
methyltestosterone about twice as potent per milligram as unesterified 
testosterone.! 
Metandren Linguets also provide —economy for the patient * convenience | 
for doctor and patient « freedom from fear of injection * easily adjusted, 

uniform dosages. 
Metandren Linguets are supplied in tablets of 5 mg. (white, scored) and ; 
10 mg. (yellow, scored); bottles of 30, 100 and 500. 


® ® 
MEIXAN DREN LINGUETS 
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You can prevent attacks in angina pectoris 


Prolonged prophylaxis 

Patients receiving Peritrate may obtain practi- 
cal freedom from anginal attacks for from 4 to 
5 hours with each dose. Russek and his col- 
leagues! clearly showed that the patient- 
response to Peritrate was comparable to the 
effect produced by nitroglycerin... but the 
duration of Peritrate’s action was “. . . consider- 
ably more prolonged.” 


Uncomplicated prophylaxis 

Prolonged protection given by Peritrate spares 
the patient the anxiety of waiting for pain to 
strike. Besides invaluable psychological support, 
Peritrate brightens the objective clinical picture 


—significant EKG improvement may be seen!” 

and nitroglycerin need greatly reduced in most. 

A continuing schedule of only 1-2 tablets four 

times a day, before meals and at bedtime, will: 

1. reduce the number of attacks in almost 80 
per cent of patients? 

2. reduce the severity of attacks which cannot 
be prevented. 

Available in 10 mg. tablets in bottles of 100, 

500 and 5000. 


References: 


1. Russek, H. I.; Urbach, K. F.; Doerner, A. A., and 
Zohman, B. L.: J.A.M.A. 153:207 (Sept. 19) 1953. 2. Win- 
sor, T., and Humphreys, P.: Angiology 3:1 (Feb.) 1952. 
3. Plotz, M.: N. Y. State J. Med. 52:2012 (Aug. 15) 1952. 


Peritrate’ 


tetranitrate 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


WARNER-CGCHILC OTT. 











hydrochloride 
(tolazoline hydrochloride CIBA) 


Orally and parenterally 
effective, intra-arterially 
as well as intramuscularly 


a potent and intravenously. 


. . Of proved value in peripheral 
pervpheral vasodilator ischemia and its web 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 

















Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc. 
Summit, New Jersey. 


Priscoline hydrochloride 
is available as tablets containing 25 mg., 
as elixir containing 25 mg. per 4 ml., 
and in 10-ml. multiple-dose 
vials containing 25 mg. per ml. 


CIBA 






















Established 1946 






Volume 9 























Number 12 





Contents e DECEMBER 1954 


Lepkime forward... 6. 1 + a el ew we 4 ww eee ee 


Prolonged Corticotropin Therapy in 
Rheumatoid Arthritis 
H. G. BRUGSCH, M.D., AND J. D. C. GOWANS, M.D. 


wn 
on 
~] 


Personality Development in Aging Adults 
KARL H. BOWMAN, M.D. 563 


Retropubic Prostatectomy 
ROBERT LICH, JR., M.D., AND JOSEPH E. MAURER, M.D. 567 


Diagnostic Problems of Lung Cancer 
JULIAN JOHNSON, M.D., D.SC. 


wn 
~ 
i) 


Clinical Appearance of Elderly Women 
TREVOR H. HOWELL, M.R.C.P. ED., 
AND VIOLET READE, D.P.H. 576 


A Nutritional Survey of the Geriatric Patient 
ESTHER TUTTLE, M.D. 579 


Carcinoma in Situ: An Ever-increasing Problem 
GILBERT F. DOUGLAS, M.D. 583 


Index:t6: VOUINGRE On 6 hive ec ee ets kw ST 
Digests from Current Literature... . . . > Ans IS 
Geriatrics in the News.. ...... 5... tue (600 





‘jm GERIATRICS is published monthly at 84 South Tenth Street. Minneapolis 3, Minnesota by 
ha Lancet Publications, Incorporated. Subscription rates: $8.00 a year, 75c a copy; foreign, $9.00 
ew a year, 85c a copy. Entered as second class matter February 14, 1946, at the post office at 
Minneapolis, Minnesota, under the act of March 3, 1879. 














when dermatoses 
cause social confinement 
ALMAy tar bath 
speeds relief 


Immediate remission... 
for the pruritus that accompanies most 
dermatological disturbances. 


Promotes healing... 
through stimulating action. 


therapeutically effective in 


atopic dermatitis, eczematous dermatoses, pruritus, 
psoriasis, seborrheic dermatitis. 


esthetically acceptable 
will not discolor skin, hair or bathtub. 


ALLMAN 
TAR BATH 


contains Juniper Tar (Oil of Cade) ina 
water-miscible base. Body should be submerged for 
about 10 minutes in a tub of water containing two to 
four tablespoonfuls of Almay Tar Bath. Room and 
water should be at body temperature... 


Supplied ...8 fl. 02., qt., gal. 


JUNIPER TAR OINTMENT ...49% Oil of Cade in bland base...1 oz. tube, 4 oz. & 1 Jb. jar 
ALMAY TAR SHAMPOO ...4% Oil of Cade in mild shampoo... bottles 8 fl. oz. qt. 


also AtMrAy crude coal tar products,.. 


COAL TAR SOLUTION, N.F. ... bottles 4 fl. 0z., 8 fl. oz., gal. 
L.C.D. OINTMENT ... 5.83% Crude Coal Tar in non-staining base... tubes, 1 oz., jars 1 Ib., 5 Ib. 


for full descriptive literature and tar bath samples write 


ALMI eA Division of Schieffelin & Co., 28 Cooper Square, New York 3, N. Y. 


ALMAY hypoallergenic beauty aids for the woman who is allergic or has sensitive skin. Skin Care 
essentials, make-up aids ,.. hair care... hand and nail care... Write for full literature. 
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) and the older antacid tablets 
just won't disintegrate! 


now TREVIDAL taniets 


break up in less than a minute, assuring 
rapid yet prolonged relief of hyperacidity. 


EACH TREVIDAL TABLET CONTAINS: 


Aluminum hydroxide gel, dried. . . 90mg. 
Magnesium trisilicate. . . . . . 150mg. 
Magnesium carbonate. . . . . . 60mg. 
Calcium carbonate. . . . . . .105mg. 


Balance of ingredients 
avoids constipation, 
diarrhea, or alkalosis 


Unique vegetable mucin 
supplies protective 
coat to irritated 
stomach lining 


gh a | 


Binder controls and 
extends antacid activity 


OO gi ee 


AVAILABLE IN BOXES OF 100 TABLETS, SPECIALLY STRIPPED FOR EASY CARRYING. 


*Cyamopsis tetragonoloba gum 
*Trade Marks 


a) Organon INC. * ORANGE, N. J. 
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Papers and authors you will meet 
in the January issue... 


Se te ee i ht, he he hh hh  S 


Investigations show that, of the en- 
tire endocrine system, only the 
gonads fail to function as the indi- 
vidual ages, according to William H. 
Masters and John W. .Ballew of 
Washington University School of 
Medicine. Persons over 60, whether 
men or women, can be categorically 
grouped as The Third Sex, or neu- 
tral gender. Advantage is taken of 
this neutral status to supply steroid 
support, taking care to maintain the 
recommended 20 to 1 ratio of andro- 
gen to estrogen. If “puberty to 
grave” sex steroid support is to be 
efficiently maintained, each case 
must be individualized and sup- 
portive therapy initiated as soon as 
the climacteric is well established. 


In order to determine the efficiency 
and productivity of older workers, 
the Bureau of Business Management 
of the University of Illinois conduct- 
ed a study of 3,077 personnel, 60 
years of age and older, working in 
retail, industrial, and office posi 
tions. Findings in the survey, re- 
ported by Robert L. Peterson in 
Older Workers and Their Job Ef- 
fectiveness, show that supervisors in 
business and industry consider a ma- 
jority of their older workers to be 
as good as, or superior to, average 
younger workers with reference to 
absenteeism, dependability, judg 
ment, work quality, work volume, 
and human relations. 


Because of its frequency and the dif- 
ficulties encountered in treatment, 
Colles’ fracture is one of the most 
important injuries encountered 
among older people. Writing on 
Compression and Extension Frac- 
ture at the Wrist, J. Albert Key 
and Lee T. Ford, of the Department 
of Surgery, Washington University 
School of Medicine, stress that the 
fracture should not be considered a 
trivial injury, and the prognosis 
should be guarded in those cases re- 
quiring reduction. They discuss the 
mechanism and pathology of the 
lesion and discuss two conservative 
but efficient methods of treatment. 


Occlusive arterial disease due to 
arteriosclerosis obliterans is being 
recognized at an earlier age than 
formerly, with gradual Segmental 
Occlusion of Major Arteries not un- 
common in the forties, according to 
Josephus C. Luke, associate surgeon 
at the Royal Victoria Hospital, 
Montreal, and assistant professor of 
surgery at McGill University. Main 
vessel patency can be restored by 
surgery, however, with complete re- 
lief of symptoms. He compares the 
technics of thromboendartectomy 
and the use of saphenous antografts 
and discusses results of treatment in 
a series of 22 cases of segmental 
arterial occlusion. 

e 


l‘or these and other articles, reviews. 
abstracts, and special features, read 
every issue of Geriatrics. 
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Pro-Banthine: 
Action in the 


For Anticholinergic 
Gastrointestinal Tract 





Combined neuro-effector and ganglion inhibiting 


action of Pro-Banthine consistently controls 


gastrointestinal hypermotility and spasm and the 


attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 


rheas, regional enteritis and ulcerative colitis. It 




























Sites at which Pro-Banthine inhibits excess 


autonomic stimuli through control of acetylcholine mediation 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion’’ which “‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand o 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For, the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., 
(Sept.) 1953. 


and Beal, J. M.: Gastroenterology 25:24 
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2 Filmtabs contain: 


210 mg. 


Elemental Iron 


(as Ferrous Sulfate) 


BEVIDORAL®.... .. 1U.S.P. Oral Unit 


(Vitamin By with Intrinsic Factor Concentrate, Abbott) 


Folic Acid TO eee ree ee 
ASCOMDIC OIG +s ord See eles 150 mg. 
Liver Fraction 2, N.F. . 200 mg. 
Thiamine Mononitrate............ 6 mg. 
PUN OMVEN GE. aur le fat ned reins 6 mg. 
Nicotinamide peers os 0 OO ES 
Pyridoxine Hydrochloride oy ae, oe re mae 
PaRiGthemic ACIG...... 5 K.cu0a.dessk 6 mg. 


Therapeutic dose for iron-deficiency, nutri- 


tional and pernicious anemias is now only 2 


tablets daily. For prophylaxis in anemias of 


old age, pregnancy, and convalescence 
(particularly in post-gastrectomies) : 1 or more 
tablets daily as required. 





Because of the new Filmtab (marketed only 
by Abbott), new IBERoL provides for the 
first time in a tablet of its size—the basic 
antianemia agents plus essential nutritional 
factors, including the complete B complex. 
Tasteless, easy to swallow . . . a hard tablet, 


not a soft, sticky capsule. 





Dosage supply of 2-a-day IBeERoL Filmtabs 
now lasts 50% longer than the previous 3-a- 
day treatment—and the savings are passed on 
to your patient! Potent new formula pro- 
vides increased antianemia activity. . . elim- 
inates need for added B-complex supple- 
mentation. 





THE RIGHT AMOUNT 
OF IRON 


+ 
ANTI-PERNICIOUS 
ANEMIA ACTIVITY 
+ 
ESSENTIAL 


NUTRITIONAL 
FACTORS 





















Latest clinical report proves cortisone no better 
than aspirin in the treatment of rheumatoid 
arthritis. 


On May 29th, 1954, the Joint Committee of 
the Medical Research Council and Nuffield 
Foundation published a most significant finding 
on arthritis therapy—that “for practical purposes” 
there appears to be “‘surprisingly little to choose 
between cortisone and aspirin.” 

“Sixty-one patients in the early stages of rheu- 
matoid arthritis... have been allocated at random 
to treatment with one or other agent (cortisone 
30 cases, aspirin 31 cases)... 

“Observations made one week, eight weeks, 
thirteen weeks, and approximately one year after 
the start of treatment reveal that the two groups 
have run a closely parallel course in nearly all 
the recorded characteristics—namely, joint ten- 
derness, range of movement in the wrist, strength 
of grip, tests of dexterity of hand and foot, and 
clinical judgments of the activity of the disease 
and of the patient’s functional capacity.”! 

These findings spotlight an earlier report that 
“aspirin in large doses has definite beneficial re- 
sults closely akin to those received from ACTH.” 





pain without upsetting the stomach. 


BUFFERIN’s analgesic ingredient. 


bonate. 


acid. Available in vials of 
bottles of 100. 





Cortisone vs. Salicylate in Rheumatoid Arthritis 


High gastric intolerance to aspirin noted among 
arthritics—a problem easily met by the use of 
BUFFERIN. 

In this latest study, the side-effects recorded 
for both groups “were equal in the early months 
of treatment but became less in the aspirin group 
as time passed.” 

Of clinical significance, however, is the high 
percentage of gastric intolerance to straight as- 
pirin found among the arthritic patients—42% 
as against 3 to 10% variously reported for the 
general population.*: +4 

Earlier investigations reveal the disadvantages 
of using sodium bicarbonate with aspirin— 
namely, the lowering of blood salicylate levels 
and the possible retention of the sodium ion.? 

BUFFERIN offers an answer to this problem. 

Unlike straight aspirin, BUFFERIN is well tol- 
erated, even when given in large doses.‘ 

BUFFERIN contains no sodium. It combines 
aspirin with two antacid and buffering agents 
which protect the gastric mucosa against irrita- 
tion from salicylates—at the same time provid- 
ing faster absorption of salicylates into the 
blood stream. 

REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. 


Times 81:41 (Jan.) 1953. 3. J. Am. Pharm. Assoc., Sc. Ed. 
39:21, 1950. 4. Ind. Med. 20:480 (Oct.) 1951. 





BUFFERIN" should be used for the long continued 
salicylate dosage required by ARTHRITICS 


. because BUFFERIN provides relief of arthritic 


. because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 


. because BUFFERIN’s antacids do not lower the 
blood salicylate levels, as does sodium bicar- 


Each BUFFERIN tablet combines aluminum glycinate and 
magnesium carbonate with 5 grains of acetylsalicylic 
12 and 36 tablets and in 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, New York 
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BUFFERIN \ 


ACTS TWICE AS FAST AS ASPIRIN 
DOES NOT UPSET THE STOMACH 


























Musculature of the Lower Bowel 


HABIT TIME OF BOWEL MOVEMENT | 


Defecation is a complex process, requiring the coordinated action of the rectal and 
anal musculature. As the sphincter muscles relax, the rectal muscles and the levator 

ani contract to achieve expulsion. In constipation, these structures are burdened by 

the additional effort required to move the hardened fecal masses. 












PETROGALAR helps keep the feces soft, moist, and easy to evacuate. It disseminates 
bland, unabsorbable fluid throughout the intestinal contents. Facilitating the restora- 
tion of regularity, PETROGALAR also helps maintain habit time of bowel movement. 


PETROGALAR 


Aqueous Suspension of Mineral Oil, Plain 
Supplied: Bottles of 1 pint 
Also available: Phenolphthalein PETROGALAR 
(Phenolphthalein, 0.3%); Alkaline P&TROGALAR YY 
(with Milk of Magnesia); Unsweetened PreTtro- Wijeth 
GALAR; Cascara PETROGALAR (nonbitter fluid- ry 
extract Cascara Sagrada, 13.2%). Bottles of 1 pint Philadelphia 2, Pa. 
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Beech-Nut Strained and Junior Foods have 
been accepted by the Council on Foods and 
Nutrition of the American Medical Asso- 
ciation, not only for feeding the young, but 
for patients requiring special diets. 


BEECH-NUT STRAINED and JUNIOR FOODS 
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Pl) eflococcus fuccalis 35,000 X 


Streptococcus faecalis is a Gram-positive organism commonly involved 
in a variety of pathologic conditions, including 


urinary tract infections + subacute bacterial endocarditis + peritonitis 
It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsulesssn. ice. 
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Accurate Control 
| | of thyroid dosage, prescribe— 


i | synthroid. 


(Crystalline Na-L-thyroxine) | 


Q 


crystalline-pure uniformly absorbed 


Synthroid 


Sodium t-Thyroxine 


uniformly active a single substance 


The activity of 0.1 mg. of Synthroid 
5 equivelent to eppromimetely 
’. 





Because Synthroid tablets contain only the 
active principle of the thyroid gland, 


f individualized dosage can now be accurately 
j Hf determined and maintained 


aa 


Available in bottles of 100 tablets (scored) 


‘a 3 _ ee in 0.05, 0.1 and 0.2 mg. strengths 








Ve 


r fee sample} merely write "Synthroid" TRAVENOL LABORATORIES, INC. 
JA Jenyour Rx and mail to— 


Subsidiary of Baxter Laboratories, Inc. 
MORTON GROVE, ILLINOIS 
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Gantrisin *Roche' is a single, soluble, 
wide-spectrum sulfonamide -- especially 

soluble at the pH of the kidneys. That's 

why it is so well tolerated...does not 

cause renal blocking...does not require 

alkalies. Produces high plasma as well | 
as high urine levels, Over 250 references | 


to Gantrisin°in recent literature, 
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“the ceasous £ 
gent 


It provides Gantrisin PLUS penicillin... 
for well-tolerated, wide-spectrum anti- 
bacterial therapy...in tablets of two 

strengths -- Gantricillin-300 for severe 
cases; Gantricillin (100) for mild cases -- ey) 
and in an easy-to-take suspension for 


children -- Gantricillin (acetyl)-200 'Roche.! 
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brand of hydrocortisone 


available as scored tablets, 

10 mg. and 20 mg. 

also available 

TERRA-CORTRIL* Topical Ointment 

TERRA-CORTRIL* Opnthalmic Suspension 
New, easier-to-write, 
easier-to-remember names 

CORTRIL Topical Ointment 

CORTRIL Acetate Ophthalmic Ointment 


CORTRIL Acetate Aqueous Suspension 
olaulapeg-br-laaieilit-lamial (readied) 


Pfizer 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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TRON PHOTOMICROGRAPH 
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100 mg. and 250 mg. capsules 
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It is another of the more than 30 organisms susceptible to 








Easy as a.b.c... 


me FLEET ENEMA 


Disposable Unit 


Polyethylene “squeeze bottle’ permits easy one-hand 

administration ... rectal tube kept sanitary by sealed cellophane 
envelope...distinctive rubber diaphragm prevents leakage while 
controlling flow. Because of these unique features, FLEET ENEMA 
Disposable Unit is preferred for hospital, clinic and office use. 


Each single use unit of 414 fl. ozs., 
contains in each 100 cc., 16 Gm. 
sodium biphosphate and 6 Gm. 
sodium phosphate, ...an enema 
solution of Phospho-Soda (Fleet) , 
gentle, prompt, thorough—and as 
effective as the average enema 

of one or two pints. 


Cc. B. FLEET CO., INC. 
Lynchburg - Virginia 


‘Phospho-Soda’ and ‘Fleet’ 

are registered trademarks of 

C. B. Fleet Co., Inc. 

“a Unscrew cap from 
as. ee 

Stic Squeeze bottle.» 
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Attach Teclal tube 
Ubricate tip, : 





Do you sometimes feel that a patient would bene- 
fit from drinking less coffee, because he is ‘‘caffein sen- 
sitive’’? Why not tell him he can drink all the coffee he 
wants, as long as it is Sanka Coffee—97‘%, caffein-free? 


New, Extra-Rich Sanka is a wonderful coffee, Doctor. 
You'll enjoy it yourself. 


SANKA COFFEE 


DELICIOUS IN EITHER INSTANT OR REGULAR FORM 








Products of General Foods 
























Have You Adopted THE SKIN CARE METHOD that 


WRITES OFF BED SORES AND BED CHAFE? 




















Positive Protection 


by lubrication follows routine use of DERMASSAGE— 
lotion type rub with germicidal hexachlorophene, 
oxyquinoline and other therapeutic values. 
DERMASSAGE enhances the benefits of massage and of 
routine body rubs, reduces bed sores and bed chafe 

to rare instances 


TEMPORARY MATERNAL MORTALITY? Steadily declining. 

EASEMENT SEVERE SURGICAL SHOCK? Frequency greatly reduced. 

with repeated drying out BED SORES? Where DERMASSAGE therapeutic lotion rubs are 
of the skin result from = routine, practically a closed chapter in medical and nursing history. 
rapidly evaporating rubs, Even the vexation of minor sheet burns is reduced to the vanishing 
which also make skin point in the overwhelming number of cases where DERMASSAGE 
susceptible to cracking and care has been adopted. 


Seresivase The reason for success of this method is as inescapable as most 


other scientific truths, once established: skin chafing and bed sores 


1000 CC. H20 can be prevented in nearly every case by regular application of a 
1 CC. ALCOHOL b softening, emollient rub—especially one which also reduces risk of 

; infection . . . DERMASSAGE not only avoids the skin drying 
Due to the marked affinity effects of earlier rubs, but gives positive protection against chafing 


of alcohol for moisture, the and soreness. 

contents of the 1 cc. Have you adopted the skin care which 
pipette above, added to the defeats bed sores before they develop? 
1000 cc. of water, will be 

immediately dispersed 

through it. THUS alcohol 


tends to remove the natural EDISON’S 
moisture of the skin when e 


DERMASSAGE EDISON CHEMICAL CO. 


to your unqualified 30 W. Washington, Chicago 2 
satisfaction without 


YOU CAN TEST 





Please send me, without obligation, your Professional 
cost. Sample of DERMASSAGE. 


Smee eee meee we eee meee eee meses eeeeesesees 


Seem em eee meee eee eee erases eeeeeeeee® 
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TRULY THERAPEUTIC 
LIPOTROPIC DOSAGE 


NI CUNOTSD o,ccscsciccscscsenpsssvvosess 240 mg. 
(equivalent to choline dihydrogen 
citrate 500 mg.) 


DRUID Soi spovskcesoes si vwvcncucsiessiaceseuteonne 200 mg. 


To assure your patients more effec- 
tive lipotropic therapy with much 
greater freedom from gastric disturb- 
ance, the Gericaps formula provides 
synergistic proportions of choline and 
inositol to afford lipotropic activity 
approximating one gram of choline 
dihydrogen citrate. 





PLUS 


Ascorbic acid 
Rutin 20 mg. 


12.5 mg. 








To prevent and correct the capillary 
fault frequently encountered. 














Vitamin A 1000 units 
Thiamine hydrochloride ..........00000008 1 Mg. 
Riboflavin 1 mg. 
Niacinamide 4mg. 
Pyridoxine hydrochloride sesevee 0.25 mg. 
Calcium pantothenate sorescéseses 8 ORs 


To compensate for shortages in fat- 
restricted diets. 


Indicated particularly in cirrhosis, atherosclerosis, coronary 
artery disease, diabetes. Usual dosage 2 capsules t.i.d. 


Supplied in bottles of 100. 


Complete clinical data on request 
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NEW- 
a sheer 


elastic stocking 
that gives 


perfect support, 
100 


Baver & Black De Luxe nylons exert 
therapeutically correct pressure 
from ankle to thigh—yet look like 
fine hosiery on the leg. 


You can be sure your patient will fol- 
low the elastic stocking regimen you 
prescribe when she wears Bauer & 
Black Sheer De Luxe nylons. They 
are truly inconspicuous—so sheer 
that your patient can wear them 
without overhose. 

And you can be sure she’s getting 
correct support, too. Bauer & Black 
Elastic Stockings are fashioned to 
the shape of the leg to assure proper 
remedial support at every point. 
Pressure diminishes gradually from 
ankle to thigh, gently speeding ven- 
ous flow. 

Fashionable light shade won’t dis- 
color. Light and cool. Easy to wash. 
Quick drying. Open toe for freedom 
and comfort. 

You make certain of both correct 
support and patient cooperation when 
you prescribe Bauer & Black stock- 
ings. That’s why more doctors pre- 
scribe them than any other brand. 


(BAUER & BLACK) 
ELASTIC STOCKINGS 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Illinois 
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FASHIONED FOR THERAPEUTICALLY 
CORRECT SUPPORT 


BAUER & BLACK FASHIONED 
STOCKING knitted with rear- 
fashioning seam so that pressure 
is adjusted to leg contours, avoid- 
ing undesirable constriction. 
Pressure decreases gradually 
from ankle up, thus gently speed- 
ing circulation. 
Shading indicates correct pressure 
pattern of Baver & Black 
Elastic Stocking. 














“T notice you call me when 
there’s work to be done!”’ 


Lederle Laboratories now prepares four vitamin 
products to help more mature patients keep their zest 
for living and for working. GEVRAL and the other 
products in the Lederle geriatric line aid those in the 
later decades to stay on the job, feeling fine and 
doing good work. They ‘‘add more life to years... 
more years to life.”’ 


‘ - 
G evra | 
Geriatric Vitamin-Mineral Supplement Capsules 
, a 
Gevrabon 


Geriatric Vitamin-Mineral Supplement Liquid 


Gevral’ Protein 


\ Geriatric Vitamin-Mineral-Protein 
Supplement Powder 


<N 
“> Gevrine 


Geriatric Vitamins-Minerals-Hormones Capsules 


the complete geriatricline 


*REG. U.S. 





PAT. OFF. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Cuanamid COMPANY PEARL RIVER, NEW YORK 
o 





EACH GEVRAL CAPSULE CONTAINS: 


Vitamin A (as acetate) 5000 U.S.P. TU 
(125% MDR) (500% MDR) 
Vitamin D (viosterol). 500 U.S.P. U. 
(125% MDR) 


Vitamin Biz......... 
Purified Intrinsic Factor 
Concentrate ° 
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Thiamine HCI (B1).......... 5 mg. Ca Pantothenate........... 
Choline Dihydrogen Citrate. . 
Inositol..... 


Riboflavin (B2)..5mg. (250% MDR) peers ee eee 
Ascorbic Acid (C)...... 


, ct ee ee 15 mg. snice 

. 1 microgram nn a (166% 
Folie Acid seivnarecn MORE. Vitamin E (tocophery! 

0.5 mg. Pyridoxine HC! (Be)........ 0.5 mg | Se eet ee 


5 mg. 
100 mg. 
50 mg. 
50 mg. 
MDR) 


10 L.U, 
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Rutin 

Iron (FeSO4)... 
Iodine (KI)... 
Calcium (CaH POs) 





25 mg. 


10 mg. (100% MDR) 
0.5 mg. (500% MDR) 


(196%, MDR) 


110 mx. 
(14.6% MDR) 


Phosphorus (CaHPO,4) 


Boron (Na2B,O;-10H20).... 0.1 mg. 
Copper (CuO) 1 mg. 
0.1 mg. 


Fluorine (CaF9).. 


Manganese (MnOg).......... 1 mg. 


Magnesium (MQ) 

Potassium (K2SO4) 5 mg. 
Zine (ZnO) 0.5 mg. 
MDR—Minimum daily requirement 


for adults 
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Another dramatic use of ‘Thorazine’ 








THORAZINE' 


ToS (ol OM alinclacelol(- Mallee] of 





‘Thorazine’ stopped hiccups (often after the first dose) 





in 56 out of 62 patients in seven different studies. 


Excerpts from two studies: 


‘Thorazine’ stopped hiccups in 8 out of 10 patients. In 6 patients, 

“the hiccups were arrested within 20 minutes” after the first dose of 
‘Thorazine’, in 2 other patients after the second dose. ‘‘Most of the 
commonly available remedies for hiccups had been tried before [“Thorazine’ | 
was administered to these patients.” (Moyer et al.: Am. J. M. Sc. 
228:174, Aug., 1954.) 


‘Thorazine’ “stopped hiccup in five of seven patients treated and 
partially controlled it in the other two.” (Stewart and Redecker: 

California Med. 81:203, Sept., 1954.) 

Available in 10 mg., 25 mg., 50 mg. and 100 mg. tablets; 25 mg. 
ampuls (1 cc.) and 50 mg. ampuls (2 cc.). 


Smith, Kline & French Laboratories, Philadelphia 1 


*& Trademark for S.K.F.’s brand of chlorpromazine hydrochloride. 
Chemically it is 10-(3-dimethylaminopropyl)-2-chlorphenothiazine hydrochloride. 




















@ LIVITAMIN® with IRON 
each fluidounce contains: 


(Equiv. in elemental iron to 70 mg.) 


LIVITAMIN® CAPSULES with 


each capsule contains: 


(Equiv. to 25 mg. of elemental iron) 


Pyridoxine Hydrochloride 





IVITAMIN 


debilitating syndrome 
ANEMIA is usually a symptom, but present also are anorexia, 
anoxia, hypothermia, hypotonia and poor utilization. Often a 
finicky diet will aggravate the general asthenia. 


e ee SYNDROME THERAPY IS LOGICAL... 

Fortified Iron therapy in the Livitamin formula treats the entire 
syndrome. Improved appetite and blood picture, better digestion 
and anabolism are part of the corrective process. 


LIVITAMIN with INTRINSIC FACTOR 
The pernicious anemia patient and many aging people are de- 
ficient in intrinsic factor. For these patients, special Livitamin 
Capsules have been fortified with adequate intrinsic factor, 
USP, to help provide full utilization of the antianemic factors 
in the Livitamin formula. 


THE RECONSTRUCTIVE IRON TONIC OF 


WIDE APPLICATION 
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you can duplicate these results 
in control of bleeding... 





Conclusions from a 1954 report on KOAGAMIN 
in the American Journal of Surgery 







acts promptly — usually with 1 or 2 injections 





rapid 


safe 4 no untoward effects in over 11 years’ use 










facilitates surgical procedures 
tends to reduce blood loss 


prophylactically 


. particularly valuable in general oozing 
therapeutically 2 fully compatible with vitamin kK 
saves blood - often obviates use of transfusions 


Joseph, M.: Am. J. Surg. 87:905, 1954 


KOAGAMIN aa hemostat 


KOAGAMIN, an aqueous solution of oxalic 


and malonic acids for parenteral use, is supplied 


in 10-cc. diaphragm-stoppered vials. 


*Write Dept. G for your full-sized vial of KOAGAMIN 
and literature defining its many uses in everyday practice. 


Callan) 
yo CHATHAM PHARMACEUTICALS, INC. 
eee” 


901 Broad Street, Newark 2, New Jersey 04554 
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Salmonella paratyphi B (Salmonella schottmuelleri) is 


a Gram-negative organism which causes 


It is another of the more than 30 organisms susceptible to 


cYcuine ° oe 


100 mg. and 250 mg. capsules 
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“These tablets 
keep the swelling down 
all day long.” 






TABLET Re 
® 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 





NORMAL OUTPUI OF SODIUM AN DBD WATER 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed == 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 


does not cause - Side actions due to widespread enzyme inhibition 
h ‘ , 
ey Saees we Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 


propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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Prolonged Corticotropin Therapy 
in Rheumatoid Arthritis 


H. G. Brugsch, M.v., and J. D. C. Gowans, M.D. 


HE CLINICAL EVALUATION of ACTH, also known as corticotropin, 

has been restricted by its high cost and limitation to peroral admin- 

istration. However, a knowledge of the value and effectiveness of 
ACTH is needed, not only as a further lead into the still obscure mechanism 
governing effects of hormones upon rheumatic diseases, but also because 
claims have been made that corticotropin, under certain conditions, is prefer- 
able to other drugs, particularly cortisone. 

The various steps which led to the discovery of ACTH are well known.' 
The first problem to be solved after its effectiveness in rheumatoid arthritis 
was established** was the purification and standardization of the drug.’ 
The present method, based upon oxycellulose absorption,’ has been accepted 
as that giving the highest yield and greatest purity. 

In addition, efforts were made to slow down absorption by addition of 
inert material, either gelatine or zinc,° and each was accompanied by a some- 
what different pattern of effectiveness. ~- 

The action of ACTH probably takes place after stimulation of certain 
midbrain sections causing increased adrenal secretion,’ leading to antiinflam- 
matory as well as metabolic and androgenic effects. After prolonged stimula- 
tion, a temporary hypertrophy of the adrenal cortex takes place, with sup- 





HEINRICH G. BRUGSCH, @ graduate of the University of Berlin Medical School in 1927, is 
assistant professor in medicine, Tufts Medical College, Boston. JAMES D, C. GOWANS, a 
graduate of the University of Birmingham Medical School, England, in 1938, is assistant 
in medicine at Tufts, and associate physician, New England Medical Center. 
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pression of function of the anterior lobe of the hypophysis, or at least of the 
acidophile cells considered responsible for the secretion of the corticotropic 
factor. In contrast, cortisone and hydrocortisone will suppress the function 
of the adrenal cortex, and cause functional atrophy on prolonged administra- 
tion. Since these drugs do not represent the actual adrenal cortical hormone 
or hormones, they are not fully substituting for the secretion of the gland 
under stimulation by ACTH. Thus, while both hormones cause essentially 
the same effects and side effects, use of ACTH represents actual stimulation 
of the adrenal cortex. 

Corticotropin is available in aqueous and gel forms or in long-acting, 
gelatine absorption or zine preparations." Its potency is expressed either in 
U.S.P. units or in clinical units. Corticotropin preparations, if injected sub- 
cutaneously or intramuscularly, are much more potent, approximately three 
times in some of the preparations, than the same preparations given intrave- 
nously except by slow drip. Thus a much smaller dose is needed for sub- 
cutaneous or intramuscular use. 

Since corticotropin represents rather high molecules of purified protein 
obtained from animal tissues, it acts as a foreign protein, and may cause local 
sensitivity or generalized urticarial reaction. It is heat labile and should be 
kept refrigerated or at least cool. 

Corticotropin is best given intramuscularly or subcutaneously. When 
rapid action is desired, the slow intravenous method is used. Nearly all 
patients learn to administer it to themselves subcutaneously, just as a diabetic 
administers his own insulin. Special care must be taken to avoid secondary 
infection at the site of injection. 

Dosage must be adjusted to the patient’s need. Mild rheumatoid arthritis 
is usually controlled by 20 units of aqueous extract given every six to eight 
hours or by 60 to 80 units of the gelatine preparations given in 1 daily dose 
or divided into 2 twelve hourly doses. 


CLINICAL STUDY 


iss cietints CORTICOTROPIN therapy was given to approximately 100 
patients, males and females, ranging in age from 14 to 84. The majority were 
elderly persons of both sexes. All patients suffered from active, moderately 
severe, or severe rheumatoid arthritis with partial or complete disability, and 
all showed elevated sedimentation rates. The majority had moderate anemia 
and evidence of systemic disease, such as general weakness, fever, and weight 
loss. Some showed active rheumatoid nodules in the usual sites. In all 
patients, the disease had been present for more than a year, the range being 
from one to twenty years’ duration. Those with relatively mild or intermit- 
tent disability were treated by intermittent courses of corticotropin. Those 
with long-standing, continually active disease were given uninterrupted 
therapy. 

The following criteria were used in selecting candidates for prolonged 


corticotropin therapy : 
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. Evidence of long-term, active, rheumatoid arthritis with significant disability. 

. Fair or good emotional stability. A history of psychosis or marked depression dis- 
qualified the patient. However, the reactive depressions and emotional manifestations 
of a chronic disease were considered acceptable. 

3. A negative history of a gastric or duodenal ulcer and, if necessary, a negative upper 

gastrointestinal series. 

4. A negative chest x-ray. However, patients with calcified tuberculous lesions, small 
and definitely inactive, were considered suitable. 

. Absence of diabetes mellitus. However, a diabetic family history was considered accept- 

able if a fasting blood sugar or glucose tolerance curve were normal. Moreover, corti- 

cotropin may be safely given to mild diabetics, if aggravating effect and necessary insulin 
adjustment is considered. 

Absence of significant hypertension, although a labile hypertension without evidence 

of congestive heart failure or renal insufficiency was acceptable. 

. Absence of heart disease, with diminished reserve or presence of frank congestive 
failure, with the possible exception of active rheumatoid carditis. 

8. Absence of renal insufficiency. 

9. Age, per se, was not counted as a contraindication, provided other criteria were met. 


| 


wat 


6. 


o 
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Each patient was taught self-administration of ACTH, and told how the 
hormone acts with reference to side effects, suppressive action on other dis- 
eases, and salt and water retention. They were given a diet containing 0.5 
gm. sodium, and were told to report promptly by telephone if any unusual 
symptoms appeared. 

On each clinic visit, inquiry was made as to subjective symptoms, par- 
ticularly relief from pain or stiffness. Temperature, pulse, blood pressure, 
and weight were recorded. Particular attention was paid to skin rashes, local 
reaction at injection sites, peripheral edema, and state of lungs, pleura, and 
abdomen. A detailed joint examination was carried out and charted periodi- 
cally. The patient’s mood was observed for any evidence of depression or 
psychosis. 

RESULTS 


A LTHOUGH some comparative studies from England* purport to show little 
difference between salicylates and hormones in antirheumatic effect, we feel 
that the weight of evidence lies overwhelmingly on the side of the hormones. 
All but a very few of our patients showed striking subjective improvement 
and significant improvement in function. If the objective criteria of the 
Steinbrocker classification were used, results would be less impressive. The 
degree of functional gain was, of course, limited by longstanding deformi- 
ties. In certain instances, these were tackled surgically while the patient was 
under therapy. In evaluating therapy, appearance of spontaneous remissions 
must always be borne in mind, and we advocate periodic slow withdrawal of 
the hormone in each individual to exclude this possibility. If no exacerbation 
follows, it may be possible to withdraw the drug entirely, but if signs of active 
rheumatoid arthritis return, the full therapeutic dose must be restored. 


Side effects 
Since side effects are actually effects due to action of a normally present 


hormone, they represent quantitative rather than qualitative changes. Success 
in corticotropin therapy depends upon avoidance of disturbing side effects 
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while maintaining an effective therapeutic dose. Meeting this requirement 
may be difficult, as the balance in each patient needs constant adjustment. A 
careful selection of patients will help to avoid disappointing results. The 
importance of significant renal disease is illustrated in the history of one 
patient with rheumatoid arthritis of twenty years’ duration and nephroscle- 
rosis who died of uremia about one and one-half years after corticotropin 
therapy was started. Another died following cholecystectomy for acute chole- 
cystitis and a third of periarteritis nodosa. 

Two patients showing progressive diabetes were taken off therapy, while 
another was maintained on small doses, with careful dietary supervision. In 
one patient, aggravation of a preexisting diabetes was immediately amelior- 
ated by withdrawal of the drug. Glucose tolerance tests were done after six 
months to three years on 10 patients not previously diabetic and 6 showed 
mild diabetic curves. Diabetes not present at the commencement of treatment 
proved to be nonketogenic and comparatively refractory to insulin, suggesting 
that perhaps the induced hypoglycemia is not a true diabetes mellitus. 

Although sometimes marked and not always present, edema was not a 
constant phenomenon in those who were lax in the use of sodium. 

One patient, whose blood pressures had been within normal limits, had 
a sustained rise from 130/80 to 190/110 during the first three months of 
therapy. Without reduction in dosage, however, blood pressures fell to near 
base line levels within six months. This same patient showed a transitory 
purpura without alteration in bleeding, clotting, and prothrombin times or 
platelet count. Another patient, during the first two months, had frequent 
bouts of paroxysmal auricular fibrillation requiring quinidine for control. 
Similar bouts may have occurred once or twice before ACTH therapy, but 
the increased frequency appeared related to the administration of the drug. 
To our knowledge, arrythmias during therapy have not been reported previ- 
ously, although ECG changes have been observed. Without reducing dosage 
the paroxysms became less frequent and did not recur during the final four 
months. 

One patient showed a progressive fall in hemoglobin at the latter end of 
the study, the cause of which is not yet clear, but was probably due to blood 
loss either from gastric ulcer or hemorrhoids, or both. At present this 
finding cannot be attributed directly to the drug. 

There were no serious local reactions at injection sites, although a few 
patients at times developed painful indurated swellings, persisting for several 
days. 


Effect on concomitant disease 


One patient, with old and extensive seborrheic dermatitis, showed variable 
improvement in his skin disease although the lesions did not heal completely 
at any time. Healing of the lesions usually closely paralleled his joint symp- 
toms. One patient obtained no relief from dyspnea due to pulmonary emphy- 
sema until a body belt was fitted and aminophylline given. Another patient 
showed improvement in his stasis dermatitis with complete healing of an 
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old stasis ulcer during the period of study. Two patients, known to have 
inactive pulmonary tuberculosis, were followed closely by x-ray examination 
and showed no change. 


Laboratory values 

In most instances there was an increase in hemoglobin values, a slight 
leukocytosis, and a slight glycosuria. The glycosuria, as shown by glucose 
tolerance curves, was due mainly to a lowered renal threshold although, as 
already noted, 6 patients demonstrated mild diabetic glucose tolerance curves. 
All patients had significant falls in eosinophil counts. There were no changes 
in serum proteins, prothrombin times, bromosulphalein tests, or ECG pat- 
terns. Hinton tests for syphilis were all negative. 


Withdrawal 

If steps are taken to counteract them, most side effects are not incom- 
patible with continuous therapy, but others may occasionally require tem- 
porary or permanent withdrawal. Such withdrawal in patients who have 
been receiving corticotropin for three weeks or longer should be carefully 
planned. A sudden withdrawal may, after a few days, be followed by pro- 
found weakness, tachycardia, fever, fall in blood pressure, and occasionally 
collapse. Such symptoms suggest a state of adrenal insufficiency, and further 
stimulation of the adrenal cortex by corticotropin may be required, or corti- 
sone substituted temporarily. Such profound reaction can be avoided by 
slowly tapering the dose. Patients receiving many months of continuous 
therapy have been tapered slowly, sometimes over several weeks. 


COMPARISON WITH OTHER FORMS OF THERAPY 


= should be limited to patients who suffer from active, dis- 
abling rheumatoid arthritis. This therapy is not recommended until an ade- 
quate trial of more conservative therapy. Patients who have not responded 
to a careful program of salicylates, graded resistive exercises, etc., and in 





TABLE 1 
EFFECTS OF CORTISONE AND CORTICOTROPIN AFTER PROLONGED APPLICATION 
Cortisone Corticotropin (gel) 
Dosage (maintenance) pate 1... 50°75 mg. 40 U* 
Application Re ; a oral .. Bisa kw ts erane 4G tele intramuscular 
Frequency (daily) ... every 8 hours .. twice daily 
Precautions ROE TIO I A same 2 iv cia 
Side effects 
Glycosuria eee pe. hate ee ; common ... ; oot oes  CORIMON 
Hyperglycemia pea rere A ..., occasional, mild char frequent, mild 
WUGIED COTONUON 6.6 85.5.5 cali dan weed aR marked : ... marked 
Round face elton vite tee aie . marked moderate 
Osteoporosis b Fous WS RRLEN Ord ......possible, late possible, late 
Hirsutism aoe etre “3 eome some 
Pigmentation . ; TS: .. none : some 
Gastric ulcer te ee . same same 
Psychic disturbances fairly common a: . less common 





*Clinical units as labelled. 
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whom the more easily administered cortisone proves unhelpful, should be 
considered for corticotropin therapy. Most of our patients had been exposed 
to such therapy in the past with disappointing or equivocal response. We 
cannot make direct comparison with other drugs used in the treatment of 
rheumatoid arthritis. It is important, however, to compare corticotropin 
with cortisone therapy. Table 1 illustrates some of the differences. 

An oral drug like cortisone will always be used more widely than a drug 
which must be given by injection to achieve comparable results. However, 
ACTH will give the severely affected patient rapid and extensive relief, while 
oral cortisone acts slowly and not always as fully. 


CONCLUSIONS 
1. High dosage of long-acting corticotropin preparations can be given 


safely to patients of varying ages suffering from active rheumatoid 
arthritis for periods of from seven to twelve months, or longer. 


2. Although incidence of side effects was high, rarely were they of 
sufficient severity to necessitate discontinuance of therapy. 
3. The results of therapy as measured by objective classification of the 


American Rheumatism Association were not impressive; they were at 
considerable variance with the subjective improvement obtained in 
almost all patients. 
4. The long-range results obtained were almost identical with those of 
therapy with 75 to 100 mg. oral cortisone. The immediate effect with 
ACTH, however, was somewhat quicker and more profound than with 
oral cortisone or hydrocortisone. 
Significant concomitant diseases such as old calcified tuberculous 
lesions were not altered by prolonged ACTH therapy. 
6. Prolonged ACTH therapy is justified in severe active rheumatoid 
arthritis in patients who are refractory or responding poorly to corti- 
sone or in whom prolonged therapy by injection is practicable. 
Patients in the older age group tolerate ACTH well, provided selec- 
tive and screening criteria are rigidly applied. 


al 
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From the Arthritis Unit, New England Medical Center, and the Department of Medicine, Tufts 
College Medical School. Supported in part by a grant from National Institute of Arthritis and Metabolic 
Diseases, United States Public Health Service. 

The preparations used in this study were supplied by Dr, E. C. Astwood, Dr. D. Klein (Wilson), and 
Dr. K. W. Thompson (Organon). 
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Personality Development 
in Aging Adults 
Karl M. Bowman, M.D. 


HE PROCESS of aging starts at the moment of conception and continues 

until the time of death. Although there are many differences in the 

personality development of men and women, with even greater indi- 
vidual variations, there is an average normal rate in development and decline 
of various capacities. This will be affected by heredity, the first great cause 
of the individual variations. 

In our present state of medical knowledge, we cannot help the individual 
to transcend his innate potentialities, but we can repress some potentialities 
and interfere with their development. The ideal environment allows desirable 
potentialities to develop to their optimum degree and restricts or represses 
undesirable potentialities. 

Various physical diseases and injuries may interfere with the intellectual 
and emotional make-up. Even before birth, disease or injury may affect the 
unborn child and produce alterations in personality. Injuries at the time of 
birth, particularly effects of oxygen deprivation on the brain, may produce 
important personality deviations difficult to correlate with such injuries. 

Personality is also affected by emotional climate. Attitudes of parents, 
siblings, playmates, teachers, and later on, business associates, husband or 
wife, and finally children and grandchildren, will influence personality. 

Although persons vary so much in physical, intellectual, and emotional 
make-up, certain broad patterns of personality development and evolution are 
fairly common. At birth the individual is quite small, essentially helpless, his 
intellect most rudimentary, and his emotions quite simple, although in some 
ways fairly well-developed. While the rate of growth is fairly individual, the 
general pattern is such that by the age of 18 the person is at the optimum con- 
dition of physical development, and at about age 25 he has usually passed the 
peak of physical prowess. Quickness of reaction, coordination, and ability to 
stand fatigue and recover from it will not improve from this time, but will 
ordinarily start a slow, gradual decline. This.rate of decline, again, is not con- 
stant and is continuously affected by environmental factors. By 25, the brain 
has reached maximum size, and, by 35, definite atrophy has begun. Senile 
changes are changes that occur much earlier than is expected. Intelligence, as 
judged by ordinary intelligence tests, reaches its maximum at about 18. Tests 
like the Wechsler-Bellevue allow for deterioration in capacity to pass these 
tests beginning at the age of 35. 
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There is therefore an epoch in life, generally thought of as a develop- 
mental period, lasting until somewhere between 18 and 20; a period of 
maximum ability, both physical and mental, lasting from 20 until nearly 30, 
and in some varying degree, particularly in intellectual capacities, until about 
40; and a period of well-marked decline. 

Certain capacities vary according to sex. Women can tolerate fatigue and 
disease better than men; men have greater ability to carry out tasks calling 
for sudden expression of maximum physical endeavor. The fact that women’s 
life span is greater results in a number of situations with which they have to 
deal during their later years. A woman, at least in California, has a higher 
percentage of her salary deducted for retirement pay, so that on the same 
salary as a man a woman actually receives less take-home pay. Again, the 
fact that more than half of all women over 65 are widows becomes an environ- 
mental factor, affecting the personality of the aging woman. 


P HYSICAL MATURATION and aging processes are not the same for all parts 
of the body or for all organs. A specific defect in vision occurs commonly in 
the early 40’s, so that the need to wear bifocals is sometimes proclaimed as 
one of the early signs of getting old. Aging dulls the special senses, although 
definite changes cannot be assigned to any specific age. However, losses in 
eyesight and hearing do limit the individual’s capacities, and often raise 
important problems of adjustment. 

The loss of teeth may produce a serious problem. IIl-fitting dentures may 
result in a restricted diet, which in turn may produce a deficiency disease, 
affecting the personality. The hair commonly loses its color and becomes more 
sparse. The skin develops wrinkles and folds due partly to loss of tone. This 
general loss of muscle tone shows particularly in the abdominal muscles, so 
that with the common putting on of fat in the middle region of the body, it is 
easy to understand why a Harvard professor of medicine once remarked, 
“The older a man grows, the more he looks like a frog.”” In a culture which 
glorifies the physical attributes of youth, the aging person may have difficulty 
in accepting loss of these qualities. 

Certain changes in the glands of internal secretion affect the personality. 
The thyroid normally decreases in function, and there is a slowing down of 
the metabolic rate. The sex glands likewise decrease in their function. As a 
normal part of the process of aging the indtvidual fatigues more easily and 
recovers less quickly. 

In general, a number of important intellectual changes occur with aging. 
There is some evidence that persons of higher intelligence and those who 
make constant use of their intellectual capacities preserve these functions 
better than do those who make little use of them. Loss of memory for recent 
events is common as one grows older, but there is often excellent memory for 
the remote past. Intellectual capacities are ordinarily lower, as determined by 
standard intelligence tests, but this has to do largely with speed of reaction 
rather than actual ability to deal with problems. Scores in certain tests such 
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as that of vocabulary show little falling off, and may even increase in the 
50’s and 60's. 

The observation that older persons learn less quickly than do younger 
ones is partially explained by lack of motivation. Margaret Mead observed 
that the Balinese, most of whom believe in reincarnation, retain ability to 
learn new and complicated tasks which will supposedly help them in their 
new life. The older person may often possess better judgment, and his breadth 
of view and depth of understanding may make him more valuable for many 
positions. 

With the aging process there is, perhaps on the basis of easy fatigability, 
a tendency to show less control over the emotions, but this is extremely 
variable. A person’s life history, the reaction pattern he develops, the degree 
of tolerance he acquires are of the greatest importance in determining his emo- 
tional reactions as he becomes older. Many persons become rigid, show no 
interest in new things, and tolerate no opposition, but this is not the necessary 
or inevitable accompaniment of aging. Many persons become more under- 
standing and tolerant, and their emotional reactions to life situations improve. 

Much work is being done in checking the validity of our present rules for 
compulsory retirement. It is generally agreed that the older person is less 
fitted for jobs requiring speed or extreme physical effort. Production-line 
work may be definitely unsuited for the elderly person. On the other hand, 
he may be very satisfactory for many jobs requiring accuracy and skill. In a 
large part of the United States, hospitals have a compulsory retirement age 
of 63 for surgeons and 65 for medical men. 


Se DRIVES are important factors in the personality make-up. The sex drive, 
like other parts of the personality, is not something that remains constant. 
By 40 there is a marked decrease of sex capacities on the part of most males, 
and, by age 65, sex capacity is usually markedly diminished and complete 
impotence occurs in a considerable number of men. A woman, however, 
matures considerably later and, if circumstances permit, her sexual perform- 
ance remains relatively unchanged into the 50’s and 60’s. 

Any study of the aging individual must take into account these differences 
in sex desires and capacities of the male and of the female. It is important to 
point out, however, that the female may be frigid as a result of repression due 
to the cultural attitudes or as a result of any number of psychologic causes. 
Some women become frigid at the time of the menopause because they think 
that they will no longer have the capacity for orgasm. On the other hand, a 
whole group of women who have been relatively frigid develop a much greater 
interest in the sex act when the menopause removes fear of further pregnancy. 

Sexual adjustment is often a difficult problem to the aging person. At 65 
some men are completely impotent, a number are relatively impotent, and 
nearly all have a marked decrease in their sex capacities. Half of the women 
at 65 are widows and the rest, who may have had only moderate decrease 
in libido, are either single or married to husbands whose sex drives have 
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decreased to a much greater extent than their own. It is obvious that here is 
a most important aspect for mental hygiene. 

Stokes suggests that, in our culture, unconscious sex anxiety heavily 
modifies the natural sex aging process. Those with a lighter load of sex 
anxiety remain sexually potent past 60; and in a more guiltless, biologically 
natural culture their strong sex vigor might well become the average expecta- 
tion. Stokes believes that “an ideal of lifelong functional sex enjoyment 
genitally centered,’ associated with an affectionate personal relationship, 
would increase and stabilize sexual enjoyment of aging persons. In turn, 
longer sexual potency helps to prevent the hostile depressed behavior that 
may develop in the older impotent man, causing illness and sometimes result- 
ing in suicide. 

The important problem of sex offenses against small children is closely 
linked up with this whole question of declining sex potency in aged persons. 
One very large group of sex offenders is made up of men in their 50’s and 
60’s who are either relatively, or completely, impotent; who feel themselves 
incapable of approaching an adult woman sexually; but who find they can get 
a vicarious type of sex pleasure by making some sort of sex advance to young 
children, usually little girls. A number of elderly sex offenders are definitely 
cases of senile deterioration and belong in a mental hospital. 

We have seen that certain changes are inevitable with the aging process, 
and that certain physical and intellectual losses do occur. However, many 
changes in the older person result from life experiences and habit patterns laid 
down during his earlier years. They also result from the type of culture he 
lives in and the degree to which his emotional needs have been met. This fact 
should make us more hopeful about dealing with these problems, since many 
undesirable personality changes in old age are not inevitable. Aside from the 
gradual falling off of capacities, there is no set pattern for personality develop- 
ment in later years. 

The aging person also has a personal situation to meet. As he finds him- 
self losing some of his vigor and some of his intellectual capacities, he can deal 
with these reductions in a number of ways. He may deny the condition and 
try to continue as before. He may overcompensate by becoming intolerant of 
young persons, pointing out all the defects of youth and claiming many advan- 
tages for old age. Then again he may give in completely, feeling there is no 
use in trying further. Finally, he may accept the limitations of age and adjust 
himself well to the capacities he has. Just as a blind or deaf man may develop 
his other faculties to compensate for loss of sight or hearing, so the aging 
person may develop those capacities which he does retain, making his later 
years a rich and rewarding period. 


Read at the sixth annual meeting of the Gerontological Society, San Francisco, August 25, 1953. 

















Retropubic Prostatectomy 
Robert Lich, Jr. M.v., and Joseph E. Maurer, M.p. 


IGHT YEARS ago, Terence Millin of London described what was to 
become the fourth method of prostatectomy.’ He called it a “retro- 
pubic prostatectomy” because it concerned the anterior surface of the 

prostate which lies beneath the pubic bone. Since then, it has achieved recogni- 
tion throughout the surgical world and is now an established surgical 
method.** Basically, this operation was suggested by Zucherkandl’ in 1906, 
Van Stockum® in 1909, and Lidski’ in 1922. In 1930 Jacobs and Casper® ° 
of California described their “prevesical prostatectomy.” Although the pro- 
cedure has received intermittent attention for forty-seven years, the simplicity 
of Millin’s operation and the advent of the sulfonamides and _ antibiotics 
stimulated the less adventurous surgeons’ interest in a method that violated 
the dictum that the space of Retzius would not tolerate ingression. 

It is the purpose of this paper to outline the method of retropubic prostat- 
ectomy and report our experience with 686 patients. We do not believe that 
the retropubic operation is the universal answer to prostatectomy, but do 
believe that this method is indicated in instances of benign prostatic hyper- 
plasia whose size varies from large to very large. In smaller prostatic 
enlargement, without other complicating factors, we prefer transurethral 
prostatectomy. 


OPERATIVE PROCEDURE 


‘toe PROSTATE is exposed through a transverse suprapubic incision includ- 
ing skin and rectus fascia. The rectus muscles are separated, the hypogastric 
fascia opened, and the empty bladder displaced cephalad to expose the vari- 
able vascular endopelvic fascia overlying the prostate. Small gauze packs are 
inserted on either side of the gland to facilitate prostatic delineation. If the 
veins are prominent, they are doubly ligated and severed one at a time, but, 
if they are not large, they are disregarded and dealt with individually as 
bleeding ensues following incision of the prostatic capsule. 

After the fatty tissue has been brushed. away gently to expose the shiny 
prostatic capsule, the latter is incised transversely approximately 1.5 cm. 
distal to the vesicoprostatic margin (figure 1). The length of the incision is 
dependent upon the size of the prostatic adenoma and should be just long 
enough to permit an atraumatic enucleation of the adenoma. All layers of the 
capsule are divided with a single stroke of the knife so the bulging adenoma 


ROBERT LICH, JR. was graduated from the Long Island College of Medicine in 1936, and 
JOSEPH EDWARD MAURER from Harvard Medical School in 1943. Both serve on the 
faculty of the University of Louisville School of Medicine—Dr. C. Lich as clinical 

professor and head of the Section on Urology and Dr. Maurer as instructor in urology. 





568 GERIATRICS 


can be seen in the opening of the capsular wound. Bleeding from capsular 
veins may be brisk at this point, but adequate visualization is provided by 
the use of suction. The individual veins are clamped and sutured for positive 
hemostasis. Millin performed the entire operation by electrocoagulation ; 
however, we have not experienced similarly satisfactory hemostasis. 

Following capsular hemostasis, the prostatic adenoma is separated from 
the false prostatic capsule with scissor-point dissection throughout its entire 
anterolateral circumference (figure 2). Before bringing the gland into the 
retropubic space, the posterior urethra is severed with scissors at the apex 
of the adenoma. After the gland is separated from the capsule, it is raised 
as much as possible so that its attachment to the vesical neck may be seen. 
The prostate is now attached to the bladder only by a mucosal cuff and this 
is cut across. The adenoma is removed and, for the first time, the bladder 
cavity can be glimpsed through the vesical neck. The entire procedure has 
been extravesical in both approach and enucleation of the prostatic adenoma. 

The prostatic arteries at the prostatovesical junction are sought and 
ligated with a figure-of-eight suture (figure 3). These arteries normally enter 
the prostatic capsule at its junction with the bladder at the levels of five and 
seven o'clock. If the arteries cannot be seen, we usually place sutures at these 
levels, a step which we believe has materially reduced the incidence of late 
postoperative hemorrhage. The bladder neck is then inspected for small bleed- 
ing points which are lightly fulgurated. 

The posterior portion of the bladder neck is inspected and palpated for 
any elevation above the bladder floor. If any such prominence is found, it is 
removed by cutting a wedge of tissue from the posterior portion of the 
vesical neck. A long Allis forceps is applied to the posterior bladder neck 
and the structure raised so that the wedge is easily cut with scissors. Suffi- 
cient tissue is removed so that there is no elevation perceptible to the palpat- 
ing finger run from the bladder floor to the prostatic fossa. With no further 
evidence of active bleeding, a catheter (22 F. Foley with a 30 cc. bag) is 
introduced through the urethra which traverses the prostatic fossa and 
enters the bladder through the bladder neck. 

The prostatic capsule is closed with a continuous suture (chromic catgut 
No. 1) encompassing all layers of the capsule (figure 4). All layers of the 
prostatic capsule must be closed since any redundant capsular edge is poten- 
tially a source of postoperative bleeding. Furthermore, the suture should be 
started and terminated well beyond the angles of the capsular wound. 

A small rubber tissue drain is left in the space of Retzius and the 
abdominal wound is closed in layers. Bilateral vasoligation is employed to 
reduce the incidence of postoperative epididymitis. 

The wound drain is moved on the second day after operation and 
removed on the following day. The urethral catheter is removed on the fourth 
to sixth postoperative day, depending on the condition of the abdominal 
wound and the general condition of the patient. During the first twelve hours 
following surgery much bloody drainage from the abdominal wound is to 
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Fic. 1. The prostatic capsule is incised transversely. Fic. 2. The prostatic adenoma is separated from 
the false capsule of the prostate with scissors dissection. Fic. 3. The prostatic arteries are individually ligated. 
Fic. 4. The capsular incision of the prostate is closed with a continuous suture. 


be expected, but thereafter there should be little or no drainage. The urine 
draining from the catheter varies from a dark maroon to amber within the 
first seventy-two hours postoperatively. 


A SURVEY OF 686 PATIENTS 


‘Bees SERIES Of 686 patients with retropubic prostatectomies includes 171 
patients operated upon by the resident staff of the Louisville General Hos- 
pital. All received surgical treatment during the period of 1947 to 1953. 
Results in this group were evaluated according to length of postoperative 
hospital stay, incidence of osteitis pubic and secondary hemorrhage, and 
mortality rates. Many additional subjects might be considered, such as 
vesical neck contractures, necessity of transfusion due to blood loss, and 
period of catheterization. All are of interest, but the significance of these 
complications would certainly be reflected in the categories chosen for com- 
parison. For example, there were 3 vesical neck contractures in our series— 
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all among the first 50 patients when we did not understand when and how 
much of the bladder neck needed resection. Among our private patients, 
the number of transfusions has been less than 12 per cent, while in the 
Louisville General Hospital series it approaches 90 per cent. This variation 
stems from our conservative attitude toward transfusion. In the Louisville 
General Hospital, the general condition of patients is not as good and trans- 
fusion is used widely on all services. 

The average postoperative hospital stay in this group of 686 patients was 
12 days. This figure compares favorably with an average of 12.3 days, 
obtained from a similar group of patients from various series reported in 
the literature. 

Osteitis pubis is unquestionably the most disquieting factor in retropubic 
prostatectomy. It is disturbing because of the variable incidence reported, 
ranging from 0 to 17 per cent. Our incidence of osteitis pubis was 0.7 per 
cent, a figure which included 5 such complications. One of the 5 cases of 
osteitis pubis occurred in the General Hospital series of 171 patients. Only 2 
patients suffered severe and prolonged symptoms. 

Apparently the technic used makes no difference in occurrence of osteitis 
pubis, and often the author reporting the greatest difficulty seemingly exerts 
great effort in its prevention. The use of the sulfonamides and antibiotics is 
not a factor for we have done many in operations without their use post- 
operatively. Infections in the space of Retzius are not necessarily significant 
and only 1 of our 5 patients with osteitis pubis demonstrated any wound 
infection. Our incidence of wound infection, severe enough to warrant 
additional hospitalization, was 5.3 per cent, or a total of 36 wounds. As 
stated previously with the incidence of osteitis pubis at 0.7, it can readily be 
seen that there is no correlation between wound infection and osteitis pubis. 

We have used secondary hemorrhage to connote postoperative hemor- 
rhage occurring after the initial operative bleeding has subsided. It is diffi- 
cult to determine a universal definition of “secondary hemorrhage,” but in 
our series it meant hemorrhage that necessitated some type of operative 
intervention. In the group of 686 patients reported, there were 9 patients 
suffering secondary hemorrhage, or an incidence of 1.3 per cent. In all but 
2 of this group of 9, the hemorrhage was successfully controlled by trans- 
urethral fulguration. In these 2, the bleeding point could not be localized 
transurethrally, so the operative wound was reopened and the prostatic bed 
packed, which controlled the bleeding immediately. In one instance, the 
bleeding came from a large vein in the cut edge of the prostatic capsule 
anteriorly, and in all others, from a prostatic artery. Because of these expe- 
riences, all vessels in the capsular wound edge are securely ligated with a 
figure-of-eight suture as are the prostatic arteries. This single variation from 
Millin’s original technic has put an end to our problem of secondary hemor- 
rhage. We employ electrocoagulation for small oozing points, but never for 
active arterial bleeding. 

In this group of 686 patients, there were 11 deaths or an incidence of 
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1.6 per cent. All deaths occurred within fourteen days following surgery, 
except in one patient of 73 who died suddenly twenty-seven days postopera- 
tively after he had ridden home, a distance of 58 miles, on his eighth post- 
operative day. One patient of 56 died on the fifth day after surgery with an 
acute coronary thrombosis; another of 78 had an uncontrollable cardiac 
decompensation and bronchopneumonia and died in cardiac failure on the 
thirteenth postoperative day. A man of 66 died of an overwhelming pre- 
vesical infection believed to have been present before prostatectomy, although 
no such diagnosis had been made. This patient had not tolerated either 
urethral or cystotomy drainage, both of which had been used in an attempt 
to avert prostatectomy. One patient of 72 died within eight hours after 
surgery, without coming out from the anesthetic; the cause of death was 
undetermined. One patient of 78, who submitted to the operation with 
reluctance, grew steadily worse and died on the eleventh postoperative day 
after a series of small cerebral accidents. An 87-year-old man, in excep- 
tionally good physical condition, died suddenly from a pulmonary embolus on 
the day before discharge, or the seventh postoperative day. The remaining 4 
patients, aged 59, 69, 71, and 77 years, died on the sixth, eleventh, seventh, 
and thirteenth days respectively, of an infarct, cardiac failure, broncho- 
pneumonia, and uremia. 

Considering the fact that these 686 operations were done in 5 different 
hospitals with great variation in facilities and personnel, we believe that the 
mortality of 1.6 per cent is an acceptable figure. 


SUMMARY 


The method of retropubic prostatectomy is described and evaluated. 
series of 686 consecutive patients having undergone retropubic prostat- 
ectomy are briefly discussed and the results of this survey would indi- 
cate that the retropubic method is an acceptable procedure. 


From the Department of Surgery, Section on Urology, University of Louisville School of Medicine. 
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Diagnostic Problems of Lung Cancer 


Julian Johnson, M.D., D.Sc. 


HE PRESENT INCREASE in cancer of the lung in the United States has 

been attributed to the greater frequency of recognition, to increased 

life expectancy, and to the greater use of tobacco. Whatever the cause, 
cancer of the lung is a common tumor in the male, and is regarded by many 
as the most frequent internal cancer in the male. 

As far as is now known, surgery offers the only hope of cure. If the lung 
is removed before there is demonstrable spread of the tumor to the lymph nodes 
or adjacent structures, the chance of a five-year survival is approximately 50 
per cent. Unfortunately, the lymph nodes are free of demonstrable metastasis 
in less than half the patients subjected to pneumonectomy, so that the five- 
year survival for all pneumonectomy patients is approximately 20 to 25 per 
cent. Again, in a third or more of the patients operated upon the lung cannot 
be resected, and approximately 30 per cent of all patients with lung cancer 
are shown to be inoperable even without exploration. Thus, the over-all five- 
year survival rate of lung cancer patients in large medical centers is about 5 
to 10 per cent—a discouragingly low salvage rate for this disease. 

The surgeon, anxious to improve this salvage, has become more radical in 
resection. Radical pneumonectomy may now involve removal of large seg- 
ments of the chest wall, diaphragm, or major parts of the mediastinal struc- 
tures, including parts of the heart and great vessels. Many feel that major ad- 
vances against this disease are not apt to come from more extensive resections. 

Our chief hope at present is in earlier diagnosis. If all patients with cancer 
of the lung could be operated upon before there was demonstrable lymph node 
metastasis, the salvage rate would be increased five to tenfold. There appear 
to be only three methods by which patients may be brought to operation 
sooner: (1) wider use of routine chest x-ray examination, (2) education of 
the public to seek medical advice earlier, and (3) training of physicians in 
earlier recognition of the disease. 

If the entire population, or even the males over 40, had a chest x-ray 
examination every six months, many asymptomatic lung cancers would be 
detected. However, since figures suggest that there would be less than 1 
asymptomatic cancer per 1,000 films, such a program may be inadvisable. 

The use of routine chest x-ray examination has increased greatly in recent 
years, however. Certainly every doctor should take advantage of information 
obtained by such means and not sit by blandly with the advice, “It might be a 
benign lesion. Don’t bother it until it bothers you.” 

A recent Philadelphia series showed an average three-month delay 
between appearance of the first symptoms and the first visit to the doctor. A 
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campaign is being carried on to educate the public to seek medical advice 
when the first symptoms of cancer appear. 

The same Philadelphia series showed an average delay of five months 
between first visit to a physician and the time a patient came to operation. 
Certainly the medical profession must do all in its power to reduce this delay. 


PROBLEMS IN DIAGNOSIS 


— if every patient presented himself to his physician as soon as could 
reasonably be expected on the basis of symptoms, and if the physician always 
recognized the disease and advised immediate surgery, we still could not 
approximate a 50 per cent five-year survival rate. Even with an ideal perform- 
ance on the part of patient and physician, the surgeon will frequently find 
microscopic metastasis to the lymph nodes, and less frequently a lesion that 
is grossly nonresectable. The following history is a case in point : 

A 56-year-old man consulted his physician because of a mild irritating cough of 
three weeks’ duration. A chest x-ray film was ordered and a suspicious lesion found on 
the right side. Bronchoscopic examination was negative, but the Papanicolaou smear 
was positive for carcinoma. An operation was performed within a month of the first 
symptom. It was thought that this was an early lesion, but widespread metastasis was 
found over the visceral and parietal pleura, and the condition was hopelessly inoperable. 
I have seen at least one patient in whom a lesion discovered on a routine 

chest survey film was found to be inoperable before the patient had any 
symptoms. Such experiences are discouraging. Some physicians adopt an atti- 
tude of hopelessness, forgetting that such is the exception and not the rule. 
Fortunately all cancer of the lung does not behave in such a manner. Some 
cancers grow and spread rapidly, others slowly, as shown in this report: 

A 38-year-old man was discharged from the army because of hemoptysis, with three 
episodes over a three-year period. Although no definite evidence of tuberculosis could 
be found, he was discharged with a diagnosis of probable tuberculosis. One year later 
a shadow appeared in the right lower lobe, and the chest specialist who was caring for 
him thought that the tuberculosis had finally shown its hand. The lesion increased 
gradually in size for a year. Then, since a positive diagnosis had not been made, an 
explanatory operation was done, and a bronchogenic carcinoma was found. Although 
this lesion was known to be present for over a year and may have been present for five 
years, it was still small and confined to the lung. The patient has now gone more than 
five additional years since pneumonectomy with no evidence of trouble. 

These two cases illustrate the great variation in the course which may be 
taken by cancer of the lung. One of the greatest errors the physician may 
make after he suspects lung cancer is to give up too soon in his effort to estab- 
lish diagnosis, as shown in the following report : 

A 50-year-old man went to his doctor because of a cough and a little blood-streaked 
sputum. A chest x-ray film was reported as negative, and accepted as sufficient evidence 
that the patient did not have cancer. The tumor did not bleed again and the patient 
became content with his “cigarette cough.” When he finally came back eight months 
later the tumor was resectable but with metastasis to the lymph nodes. 
Unfortunately, in this case, the physician took the x-ray report as the last 

word. He did not remember that cancer of the bronchus is not apt to be 
visualized on a plain x-ray chest film until it is large enough to obstruct the 
bronchus, partially or completely. In order to pick up such an early lesion, 
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bronchoscopy is necessary. Had this been done, a biopsy could have been 
made at once, establishing the diagnosis. The importance of persistence in 
trying to make the correct diagnosis is illustrated in the following history : 

A 56-year-old man had noticed some increase in his usual “cigarette cough.” An 
x-ray film revealed nothing but slightly increased markings at the right base. Granula- 
tion tissue in the bronchus, revealed by bronchoscopy, showed only inflammatory tissue 
on biopsy and microscopic study. A bronchogram revealed slight bronchiectasis. A 
second biopsy was negative but a third biopsy showed carcinoma. When the lung was 
removed, there was no evidence of spread of the lesion beyond the local site. The patient 
is now well seven years postoperatively. 


METHODS OF DIAGNOSIS 


Ww ITH an average of five months delay by the physician in getting the 
patient to surgery, it is up to the medical profession to remedy this problem 
first of all. Certainly we should use every diagnostic method at our disposal. 


X-ray examination 

A careful roentgen study of the chest will reveal the lesion in about 98 per 
cent of patients with lung cancer. The one situation in which the x-ray may 
be entirely negative is the small nonobstructive tumor in a bronchus. For- 
tunately, in this situation, bronchoscopic examination will usually reveal the 
tumor. But it does mean that one must not be content with an x-ray report 
alone when there is persistent cough, especially with blood-streaked sputum. 

The vast majority of errors, however, are made in not making an x-ray 
study in the first place or in misinterpreting the film once it has been obtained. 
The classic example is the patient with a cough who finally begins to run 
some fever. A roentgenogram shows infiltration in one lobe, which is inter- 
preted as “virus pneumonia” and the patient put on an antibiotic. The fever 
subsides and no further x-ray study is made until repeated infection occurs 
some months later. This, of course, is caused by cancer of the lung in its early 
stages. Bronchial obstruction results in retained secretions. When the infec- 
tion occurs behind the obstruction, a diagnosis of inflammatory disease is 
entertained. The fact that infection may be controlled by antibiotics is unfor- 
tunate in that it may delay the true diagnosis by weeks or months. Not only 
may the infection subside but the x-ray shadow may decrease even if it will 
not entirely disappear. 

About 40 per cent of patients operated upon for cancer of the lung have 
been previously treated for an inflammatory process in the lung, thereby 
delaying the diagnosis and treatment of the cancer. In the early days these 
patients were given the diagnosis of “bronchopneumonia,”’ then “atypical 
pneumonia,” later ‘“‘atypical atypical pneumonia,” and more recently ‘“‘virus 
pneumonia.” The pathology remains the same—partial or complete bronchial 
obstruction by the cancer with infection behind it. 

There is a tremendous difference between having a single x-ray film made 
of the chest and having a careful examination by a competent radiologist. 
Early lesions may often be identified by thorough study, although missed on 
a single film. Careful fluoroscopic examination with inspiration and expira- 
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tion films may occasionally pick up an early lesion causing abnormalities in 
ventilation. The various technics of body-section films have also proved 
valuable in early diagnosis. 
Bronchoscopy 

In about 25 per cent of cases, a tumor is located where it can be visualized 
by bronchoscopy so that a positive diagnosis can be made. In addition, 
bronchial secretions can be studied and a positive diagnosis made by the 
Papanicolaou technic in another 25 to 50 per cent, depending upon the expe- 
rience of the bronchologist and pathologist. There are always some instances, 
however, in which a positive diagnosis cannot be made by these technics. 
Aspiration biopsy 

This procedure has its chief usefulness in patients who are considered 
inoperable but in whom it is desirable to have a positive tissue diagnosis. If 
the lesion is considered operable, there is little point in the aspiration biopsy. 
If carcinoma cells are obtained, operation is the next step, and if carcinoma 
cells are not obtained, the operation cannot be avoided for fear that the car- 
cinoma was missed by the aspirating needle. Since results of the aspiration 
will not influence the decision to perform an exploratory operation, it is not 
worth the risk of transplanting tumor cells to the chest wall. 


Exploratory thoracotomy 

lor many years, if a patient had an abdominal mass of uncertain origin, 
an exploratory laparotomy was done. A comparable condition has now been 
reached with regard to the thorax. The tumors in the large bronchi are 
usually accessible for a positive diagnosis by bronchoscopy. Peripheral tumors 
are most amenable to diagnosis by exploratory thoracotomy. 

If there is any real question as to the diagnosis of a chest lesion demon- 
strable by roentgenogram, the patient should have the benefit of exploratory 
thoracotomy. The greatest problem arises regarding inflammatory disease, 
especially tuberculosis. Now that resection therapy seems to be well tolerated 
in tuberculosis, fear of finding that disease on exploration has largely passed. 

Approximately 8 million chest films are made in this country each year, 
either as a matter of routine or because of symptoms. A great many asympto- 
matic lesions are found. When a mass lesion is discovered, and a positive 
diagnosis cannot be made otherwise, an exploratory thoracotomy should be 
performed. Many early lesions are being removed in this manner. 

SUMMARY 
THE BEST OPPORTUNITIES for improving results in treatment of patients 
with lung cancer are by utilizing the information obtained on routine chest 
x-rays, decreasing the time delay between first symptoms and first con- 
sultation, and decreasing delay between first consultation and operation. 

The medical profession must be more alert for cancer of the lung and 
persist in efforts to make a diagnosis when it is suspected. Exploratory 
thoracotomy should be used in suspicious cases when the diagnosis can- 
not be established by other methods. 





Clinical Appearance 
of Elderly Women 


Trevor H. Howell, m.r.c.p. ED., and Violet Reade, v.P.H. 


T IS a common expression to say that a certain woman looks older than 
her age, or younger than she really is. Yet there is little information 
extant about the actual ages at which the various clinical stigmata of 

aging may be expected to appear. 

In an attempt to fill this gap, a study was made of 100 elderly women 
who were patients at Queen’s Hospital, Croydon, during 1952. Of this series, 
22 were between 60 and 79; 57, between 80 and 89; and 21 between 90 and 
100. Those between 60 and 79 were designated as group 1; those between 
80 and 90 as group 2; those between 90 and 100 as group 3. 

This series was a random sample of the female patients in the hospital at 
the time. Notes were made of the following clinical signs usually associated 
with aging: (1) presence or absence of arcus senilis, (2) facial hirsutism, 
(3) number of de Morgan’s spots on the trunk, (4) occurrence of senile 
warts on chest or abdomen, (5) degree of guttering between the metacarpal 
bones on the dorsum of the hands, (6) presence or absence of tremor, whether 
due to senility or to Parkinson’s disease, (7) occurrence of Heberden’s 
nodes, (8) presence or absence of brownish pigment on the forearms, and 
finally, (9) degree of thickening in the arteries of the arm on palpation. 
Arcus senilis 

This sign was absent in 13 of the patients between 60 and 79, in 18 of 
those between 80 and 89, and in 7 of those between 90 and 100. It was slight 
in 2 of the younger group, in 17 of the middle group, and in 5 of those over 
90. It was marked in 7 of those under 80, in 22 of those between 80 and 89, 
and in 9 of the oldest group. In other words, it was absent in 38 per cent of 
the old women, marked in 38 per cent, and slight in 24 per cent. 

Clinical observation of other patients has revealed the presence of this 
sign even before the age of 50, so that the title “senilis’” would seem a 
misnomer. 


Hirsutism 

The majority of the patients showed some evidence of hair on the face, 
only 30 being without it. In 45, the condition was quite marked. In group 1, 
11 had marked growth of hair, 2 had slight growth, 9 had none. Of 57 
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patients in group 2, 24 had marked growth; 17, slight; and 16, none. In the 
last decade, 10 had marked hirsutism; 6, slight; and 5, none. 

This seems to be one of the features which distinguish the old women 
from younger ones. It is presumably associated with endocrine changes of 
later life. 


De Morgan’s spots 

Several articles have appeared in recent years on the topic of de Morgan’s 
spots. It was once thought that these might be associated with malignant 
disease but recently a correlation with advancing years has been suggested.’ 
No support for either hypothesis was found in our series. In group 1, 2 had 
30 or more spots on the trunk of the body, 4 had 11 to 29, 16 had none to 10. 
In the middle decade, 6 had 30 or more spots, 20 had 11 to 29, 31 had none 
up to 10. Six of the oldest group had 30 spots or more, 7 had 11 to 29 spots, 
and 8 had 10 or less. 

Very few of the patients were found to be without any spots. Experience 
suggests that younger women, under 60, show fewer spots than the women in 
this series. Patients with malignant neoplasms did not show any preponder- 
ance of spots. 


Senile warts 

Bands of senile warts were found across the trunk of 47 of the series. In 
the youngest of the 3 groups, 5 women had an unusual number of warts, 
8 had few, and 15 had none. In the middle decade, 19 had many warts, 8 had 
few, and warts were absent in 30. In the oldest bracket, 7 had many warts, 
6 had few, and 18 had none. The pattern of warts suggested a segmental 
distribution in contrast to the haphazard placing of de Morgan’s spots. 


Guttering of hands 

Three points were noted on inspection of the hands—dorsal guttering 
between the metacarpals, presence or absence of tremor, and formation of 
Heberden’s nodes. The vast majority showed some guttering on the dorsum 
of the hands, only 10 per cent being without this sign. In 53 per cent, wasting 
was quite marked. In group 1, 8 showed marked guttering; 9, slight; and 
5, none. In the middle group, 30 had pronounced guttering; 23, slight; and 
4, none. Among the oldest group, 15 exhibited marked guttering; 5, slight; 
and 1, none. Wasting of the interosseous muscles on the back of the hand was 
one of the most characteristic signs of aging in this series. 


Tremor 

The positive finding of tremor was much lower than expected. Only 6 
women showed marked shakiness, while 73 had none. In the seventh decade, 
2 had a pronounced tremor; 4 had slight tremor; and 16 had none. In the 
eighth decade, 3 had marked palsy; 15, slight; and 39, no tremor. In the 
ninth decade, 1 woman showed distinct tremor; 2, slight; and 18, none. No 
attempt was made to distinguish between parkinsonism and senile tremor. 
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Heberden’s nodes 

Heberden’s nodes were well marked in only 28 patients, and 60 were 
without them. Of the 22 patients in group 1, 5 were decidedly marked with 
nodes; 3, slightly marked; 14 had none. In group 2, 16 had many nodes; 6, 
a few; and 35 had none. In group 3, 7 had a large number of nodes; 3, few; 
and 11 had none. This does not suggest that the presence of the nodes is an 
inevitable accompaniment of old age. 


Pigmentation of the arms 

The majority of those examined had some degree of pigmentation on 
their forearms diminishing toward the elbow. Only 4 of those under 79 
showed no pigment, while 12 in the eighties had none. Every patient over 90 
manifested some degree of pigmentation. Hence, only 16 of the total showed 
absence of brown pigmentation, while 44 had a considerable amount. This 
seems to indicate some correlation between advancing years and arm pig- 
mentation. 


Arteries of the arm 

When the arm arteries were examined according to the scheme suggested 
previously’ it was seen that, on the whole, thickening, tortuosity, and calcifi- 
cation increased with advancing years. Results are tabled according to the 
degree of thickening that was found. It was noteworthy that only 1 out of 
the 100 patients had no thickening whatsoever. 





Grade 
Age group Total O I II Ill IV Vv 
60-79 22 — 4 6 8 4 
80-89 57 1 3 II 6 35 I 
90-100 21 _ —_ 3 2 II 5 
100 I 7 20 16 50 6 





CONCLUSIONS 

Krom this survey of 100 old women, it would appear that only a few 
of the classical clinical signs of old age are actually common in women 
over 60. Hirsutism, guttering of the hands, pigmentation of the forearms, 
and thickening of the arteries in the arms were more pronounced than in 
younger women. On the other hand, senile warts were absent in 53 per 
cent, tremor was absent in 73 per cent, while Heberden’s nodes were 
missing in 60 per cent. Occurrence of arcus senilis is not inevitable even 
after the age of 90 and may be seen at a much earlier period. In our 
series, there appears to be no relation between the number of de Morgan’s 
spots and age of the patient. 
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A Nutritional Survey 
of the Geriatric Patient 


Esther Tuttle, M.v. 


HE ELDERLY PERSON with nutritional deficiencies may come to his 

physician burdened by outmoded medical ideas, by a pessimistic atti- 

tude toward aging, and by food habits and prejudices not conducive to 
optimal health. Unhappiness may curtail his appetite so that he becomes a 
victim of undernutrition and malnutrition, or he may compensate for his 
frustrations by overindulgence in food, bringing on overweight with its usual 
chain of physical handicaps. In order to determine his deficiencies, a complete 
nutritional survey should be made, including a consideration of the psycho- 
logic, social, economic, and physiologic needs. 

A listing of the patient’s eating habits and dietary intake is desirable. He 
should write down for a period of a week the food and beverages consumed 
daily for breakfast, lunch, dinner, and between-meal snacks. This list should 
help to discover individual food antipathies and fallacies. For instance, the 
view was once prevalent that meat was the cause of many infirmities, such as 
gout, arthritis, and hypertension. A present-day diet without meat is likely 
to be low in protein, especially in superior protein containing amino acids, 
and poor in B complex vitamins and antianemia factors. A meatless diet 
produces anemia, a condition which, unless it is severe, does not receive 
proper attention by the clinician, and which leads to fatigue, lassitude, consti- 
pation, and emotional disturbance. It also leads to anemic anoxia, and cells 
deprived of part of their oxygen quota for too long a time tend to deteriorate 
physiologically. Prolonged anemia is also hard on the cardiac apparatus. The 
anemic elderly person is a surgical risk and has lowered resistance to infection, 
especially of the respiratory tract. 


© casi aciincy PROCEDURES are vital in the nutritional survey. A complete 
blood count and hemoglobin determination are the tests most obviously 
required. The rate of oxygen consumption bears an important relation to 
biologic deterioration, and a basal metabdlism test should not be omitted. 
The rate of radioactive iodine intake is important as an index of thyroid func- 
tion. Determination of protein-bound iodine is also valuable. 

The giucose tolerance test may vary greatly from the normal in older 
individuals. Those with normal glucose tolerance stay healthier a longer time 
than do those without such tolerance. Glucose tolerance is not only decreased 
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in patients with diabetes mellitus, but in those who are undernourished or 
living on unbalanced diets. The test does not give an accurate picture of 
carbohydrate metabolism unless the person is placed on an adequate diet for 
some days before the test is made. The test yielding a flat curve may indicate 
a defect in the endocrine system. The six-hour test will detect hypoglycemia, 
which will help to explain erratic emotional symptoms in terms of hyper- 
insulinism. 

Lipids and lipoproteins have recently come into their own. The blood 
should be analyzed for cholesterol and phospholipids and the cholesterol- 
phospholipid ratio should be determined. These blood components are 
strongly implicated in the mechanism for the production of atherosclerosis. 

Nitrogen balance studies should not be neglected. Negative balance indi- 
cates loss of valuable tissue proteins, a loss which may be prevented by increas- 
ing the protein intake. Nitrogen balance is maintained, however, only when 
sufficient superior proteins are provided in the diet. Such proteins come from 
meat, fowl, fish, milk, cheese, and eggs. 

The presence or absence of acid and enzymes in the digestive tract is of 
obvious significance. Deficiencies in digestive enzymes may be supplied by 
prescription or by acid in acidified milks and diluted lemon juice. The stomach 
does not need hydrochloric acid, and any other compound containing hydrogen 
ions may be substituted. 

Deficiencies in the endocrine system, in the thyroid hormone, in the 
parathyroid hormone, and in the steroid hormones may place an older person 
in negative calcium balance. Since calcium ions are necessary in many biologic 
processes, such as blood coagulation, muscular contractions, and neuromus- 
cular equilibrium, in case of unbalance this element is removed from the bones. 
Bones that are depleted of calcium become porous and tend to fracture at the 
slightest provocation. 

Deficiencies in blood vitamin A, blood thiamin, and blood ascorbic acid 
can be determined in any good clinical laboratory. Vitamin K deficiency, 
which occurs most frequently in liver and gallbladder disease, may be recog- 
nized by low prothrombin values. 

Tests involving endocrine imbalance are important. Adrenal cortex activ- 
ity can be evaluated from the excretion of 17-ketosteroids, and the estrogen 
output by chemical urinalysis or by examination of smears of vaginal epithe- 
lium. The androgen factor may be evaluated by the acid phosphatase content 
of the prostatic fluid. . 


C LINICAL PROCEDURES — blood pressure, circulating defects, size of heart, 
cardiac output, and ballistocardiographic studies—are also vitally important 
in the complete nutritional survey. Tests for renal function, hepatic function, 
and gallbladder efficiency should not be neglected. Radiographic examination 
may also be revealing. 


Nutritional deficiency may even be found in the presence of an adequate 
diet if there is impaired digestion and absorption, as in gastrointestinal dis- 
turbances and diseases of the gallbladder ; if there is impaired circulation; if 
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there is nutritive loss, as in diarrhea, fistula, and excessive sweating; or if 


$3 
there is endocrine imbalance. 

Anemia is not removed by antianemia medication in the presence of 
thyroid deficiency. Absence of bile salts seriously affects the digestion of 
fats, and the fat-soluble vitamins A, D, E, and K are not absorbed in the 
absence of bile salts in the intestinal tract. Food deficiencies may result from 
an increased nutritive requirement, as in the case of excessive physical activity, 
infection, and hypertension. Radium therapy, which interfered with utiliza- 
tion of food, makes a greater demand for nutritive factors. Toxic products, 
such as fumes in polluted city air and insecticide residues on fruits and veg- 
etables, bring about increased destruction of nutrients. Use of estrogens call 
for a greater intake of B vitamins. Sulfa drugs and antibiotics destroy intes- 
tinal bacteria which supply a number of important vitamins, such as vitamin 
KK and a few members of the B complex. Aspirin and sodium salicylate deplete 
the body of vitamin C and vitamin K. Increased excretion, excessive per- 
spiration, polyuria, and diarrhea bring about a loss of fluid and electrolytes. 
Diarrhea may also affect the absorption of vitamins. Emotional disturbances, 
especially if severe and prolonged, may bring about exacerbation of nutri- 
tional deficiencies. 

A prevailing misconception is that nutritional deficiency is due to a single 
factor. This is true only in the experimental animal with a rigidly controlled 
diet. Our human subject, if malnourished, is afflicted with multiple deficien- 
cies. When scurvy was prevalent, those suffering from this disease were also 
afflicted with undernutrition, anemia, and other vitamin deficiencies. 


|, THERAPY Calls for complete therapy. The diet for the older 
individual must be high, not in any protein, but in superior protein. If an 
elderly patient objects to the use of meat because of dental difficulties, they 
can also make use of the same kind of canned meat products prescribed by 
the pediatrician. 

The diet must include, either by prescription or by way of food, all the 
essential mineral elements, especially iron, copper, cobalt, calcium, and phos- 
phorus. The best dietary sources of calcium and phosphorus are whole milk, 
skim milk, or cheese made by the enzyme or rennet process such as brick 
cheese or swiss cheese. Vitamin therapy should include all the commercially 
available vitamins. As the individual vitamins become available, they will 
eventually find their way into the multiple vitamin capsules. 

Another common misconception is that the average American diet sup- 
plies all necessary food factors in adequate amounts, a belief not substantiated 
by fact. The truth is that the progressive depletion of the soil results in nutri- 
tionally inferior crops. Toxic insecticides impair the fertility of the soil by 
destroying microorganisms. A large portion of vitamin A and vitamin C, 
both susceptible to oxidation, is depleted by age, storage, heat, and exposure 
to air. Orange juice contains half the vitamin C content of the original orange. 

Methods of boiling, cooking, and frying cause loss of inorganic compounds 
and vitamins. The vitamin content of foods varies from year to year, from 
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state to state. It is difficult with our present-day methods of growing, process- 
ing and storing food to secure an adequate diet. Even our method of fattening 
livestock for market yields meat with too much inferior fat—that is, deposit 
fat as distinguished from interstitial fat. Corn, used in the fattening process, 
is poor in niacin besides containing the pellagrous factor which destroys niacin. 
The milling process leaves a mixture of proteins much inferior to the protein 
mixture in the whole grain. 

Nutrition therapy in the elderly person must be highly individualized to 
take into consideration food habits and food antipathies, religious attitudes, 
and dietary customs with an ethnographic background. Since drastic altera- 
tions in the diet are inadvisable, supplementary foods should be added to the 
accustomed daily food. It must not be forgotten that tissues once depleted 
require much more of the essential factors than is possible to secure even 
on optimal diets without supplementation. The therapeutic doses should be 
followed by smaller maintenance doses. 

Ideally, diet therapy should begin early in life with the infant, and continue 
through youth and middle age, for if malnutrition is continued over many 
years, the cells of the body may be damaged so that they no longer respond 
efficiently to nutrients available. But whether or not the patient is presenting 
himself for the first time, a nutritional survey such as has been outlined here, 
will be found indispensable in evaluating dieting status and dietary needs. 





Postmenopausal Osteoporosis 


SEVERE BACK PAIN with sudden onset may be due to fracture of a vertebra 
undermined by osteoporosis in elderly people. Occasionally onset is gradual. 
30dy height may be obviously decreased. Typical roentgenograms show 
bulging intervertebral disks, Schmorl’s nodules, and loss of bone trabecula- 
tions. Fracture is usually evident. Serum calcium, phosphate, phosphatase, 
and proteins are normal. 

A regimen employed for 33 women and 9 men generally relieves symp- 
toms, although actual recalcification is not observed. A board is placed under 
a firm mattress, and support is provided by a suitable corset or Taylor brace. 
A high protein diet is outlined. 

Hormones are taken for six-week periods separated by a week, in doses of 
10 mg. of methyltestosterone and 1.25 mg. of Premarin per day. 


D. A. MAC KENZIE and J. M. JANES: Postmenopausal osteoporosis: a programme of treatment in 42 
cases. Canad. M. A. J. 71:339-340, 1954. 

















Carcinoma in Situ: 
An Ever-increasing Problem 


Gilbert F. Douglas, M.D., F.A.C.S., F-1.C.S. 


PIDERMOID CANCER in the human cervix is a unique form of malignant 

disease since it arises from a known tissue focus, the squamo- 

columnar junction. Carcinoma in situ is believed to be the preinvasive 

stage of the disease and constitutes a cytologic stage of malignancy. It is most 

often symptomless and exists in a grossly normal or only mildly eroded cer- 

vix. Its frequency approximates 1 or 2 in 500 apparently normal women. 
In office practice it may occur as often as 1 or 2 in 100 women. 

The morphologic history of carcinoma in situ often appears to follow a 
succession of endometrial polyps, cystic hyperplasia, adenomatous hyper- 
plasia and anaplasia. These stages may be coexistent or sequential, and may 
be arrested or revert to normal or senescent endometrium at any point, sug- 
gesting a separate aberration of metabolism of each stage. 

Preclinical cancers of the cervix include: (1) early invasive epidermoid 
cancer, and (2) preinvasive epidermoid cancer. It has been shown that 
women, with an average age of 36.6 to 37.1, who had the preinvasive form 
of the disease, were later found to have an invasive type of carcinoma at about 
the age of 48, some ten to twelve years after the first onset. This average 
difference in age of approximately ten years between patients with carcinoma 
in situ and patients with overt carcinoma of the cervix indicates the lesion 
remains intraepithelial during the interval. 

Observers agree that the average age of women with intraepithelial car- 
cinoma is substantially younger than that of women with clinical cancer. 
Galvin and Telinde reported an average age of 37.1 among 75 patients, with 
the youngest 24 and the oldest 52. Pund and associates found the average age 
of their patients to be 36.6 years. Younge and coworkers gave an average 
figure of 38 years, with 41 per cent under 35 and 17 per cent under 30. The 
average age of women with clinical cancer is 48. 

An incidence of 3.5 per cent of unsuspected intraepithelial carcinoma was 
found in one series of patients, and an additional 1.8 per cent of metaplasias 
and atypicalities. Schiller found an incidence of 3 per cent in his first series 
and Pund and Auerbach found intraepithelial carcinoma of the cervix in 3.9 
per cent of 1200 uteri removed for reasons other than carcinoma. 

Kaufmann and coworkers report that in a study of smears from 10,029 
patients, in the period from 1947 to 1949, a pathologic diagnosis of intra- 
epithelial carcinoma of the cervix was made in 44 patients. They concluded 
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that patients with intraepithelial carcinoma of the cervix comprised 0.44 per 
cent of 2,029 patients who were checked in their department of obstetrics and 
gynecology during these years. 

McManus and Findley report that in 2,697 biopsies made from July 31, 
1947 to August 1, 1948 at the Jefferson-Hillman Hospital, 8 cases were 
diagnosed as carcinoma in situ. Six of the 8 were under 40, with 35 as 
an average age. 

A study of 14 other cases of carcinoma in situ by Douglas and coworkers 
from the Jefferson-Hillman Hospital (Medical College of Alabama) gave 
an average age of 37.3 years. Combining the 8 cases of McManus and Findley 
and these 14 cases gave an overall average of 36.5 years for carcinoma in 
situ in the cases from the same institution. 

In 1932, Broders gave the term carcinoma in situ to a type of epithelial 
lesions not malignant clinically, sometimes found by the microscopist in 
excised tissues. The same lesion has been designated as intraepithelial can- 
cer, pseudomalignancy, precancerous lesion, epithelial restlessness, and covert 
cancer. The superficial malignant change occurs at the junction of the 
squamous and columnar epithelia at the external uterine orifice. The lesion 
seems to involve primarily the squamous protecting or covering epithelium. 
In a study of 1200 cervices from patients in whom a total hysterectomy had 
been performed, Pund and co-workers found preinvasive occurrence in 47 
instances, or 3.9 per cent. 

DIAGNOSIS 


Pe aiatraias. stupy has greatly aided in early diagnosis of carcinoma in 
situ. A satisfactory tool in obtaining specimens for biopsy is the spatula. 
Since the mucus plug in the cervix sticks to wood better than to glass or swab, 
the wooden spatula is preferable to the metal or glass applicator. A cone knife 
is used for the “ring biopsy” that is obtained from sections from the squamo- 
columnar margin, known as the cancer-bearing point of the cervix. Usually 
4 sections are taken for these ring biopsies, at points at three, six, nine and 
twelve o'clock on the cervix. If there is a positive finding of carcinoma in 
situ, careful follow-up is required, unless radical treatment is instituted. 

Exfoliative cytology is also established as a valuable aid in the diagnosis 
of carcinoma in situ. Vaginal smears or cervical smears are obtained by scrap- 
ing the squamous-columnar junction with the wooden spatula, by aspirating 
the endocervical secretion, or by swabbing with a cotton applicator. The fol- 
lowing procedure has been suggested : 

1. One or more cervical smears should be made on all patients who show a cervical 
abnormality of any kind, particularly a cervical erosion. Fixation in ether-alcohol should 
be done immediately while the specimen is still wet. 

2. If the smear contains suspicious cells it means that invasive carcinoma of the 
cervix is present, or carcinoma in situ of the cervix is present, or reversible anaplasia 
of the cervical epithelium is present. 

3. If the biopsies are negative, the patient should be observed at intervals and repeat 
smears made from time to time. 


4. If the biopsies show invasive carcinoma, the patient should be given the usual 
treatment at once, which will be some form of irradiation. 
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5. li the biopsies show carcinoma in situ it means that: the biopsies came from the 
periphery of an advanced cancer as originally described by Kermauner (such an 
advanced cancer may be present with little or no involvement of the visible, vaginal 
portion of the cervix), or the patient has microscopic invasion elsewhere in the cervix, 
or the patient has carcinoma in situ only. 

6. If definite invasion of microscopic extent is present, or if the cervical glands are 
extensively involved, definitive treatment should be carried out at once. This will prefer- 
ably be total hysterectomy, preserving ovarian function if the patient is young. 

7. If carcinoma in situ is present, particularly if there is little or no involvement 
of cervical glands, the conservative approach of treatment is suggested. 

One of the most controversial problems in obstetrics is the differential 
diagnosis of carcinoma in situ and reversible severely hyperplastic changes 
which are fairly common in the cervices of pregnant women. Many authors 
insist that carcinoma in situ changes in the cervix disappear after the preg- 
nancy, and, therefore, radical therapy is not indicated. 

Hirst states that the tendency of cancer in pregnancy can be only approxi- 
mated. Foot and Li, quoting from the Department of Statistics, Memorial 
Hospital, New York State Division of Cancer Control, listed 1 cervical cancer 
per 1500 women over 35 in the general female population. DeRezende stated 
that the incidence of cervical cancer in women in the general reproductive 
age is 0.2 per cent and the incidence of pregnancy in cervical cases is 0.3 per 
cent. Pund and associates stated that + per cent of all discovered cervical can- 
cers are in the early preinvasive stage and are seen in a disproportionate 
number of pregnancies. Pregnancy changes are numerous and extensive 
enough to affect both smear and biopsy evaluation according to three recent 
significant studies. 

Among many different studies on carcinoma in situ, Sturgis and cowork- 
ers reported that they gave P32 phosphorus intravenously to groups of 
patients with benign and malignant lesions of the cervix to determine whether 
any significant increase in the concentration of the isotope could be demon- 
strated in the neoplastic specimens. At the outset, they did not know if the 
concentration of the phosphorus in either normal or malignant cervical tissue 
would permit accurate measurement of the amount of P32 in small biopsy 
samples. The dose for those patients without malignancies was planned not 
to exceed 3.7 microcuries per kg. and selection of normal controls was limited 
to preoperative patients awaiting hysterectomy. Specimens ranging from 25 
to 50 mg. were regarded as the optimum size for counting. They concluded 
that the high values for P32 recorded for cancer of the cervix forty-eight 
hours after injection probably represents a significant increase of total phos- 
phorus in these specimens over that found in the normal controls. 

Achenbach and his associates made 11,871 vaginal smears from 9,748 
gynecologic patients examined during a period of three and one-half years. 
The 60 cases of carcinoma in situ which were found were 15 per cent of the 
total of 398 cases of malignancy examined by vaginal smears during that 
period. In 42 cases, the vaginal smear was obtained before the histologic 
diagnosis was made by biopsy or hysterectomy. Atypical anaplastic cells 
occurred in more than 60 per cent of these cases, although the cells themselves 
are considered benign. The average age of these patients was 35.2 years. Only 
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20 of the 60 patients in this series had some form of abnormal bleeding. The 
highest diagnostic accuracy obtainable by vaginal smear in cases of carcinoma 
in situ was 82 per cent. Vaginal smears were accurate in 54 per cent of 24 
cases showing only a surface malignancy. 

A positive smear should be regarded with extreme caution and every 
effort made to confirm the diagnosis and locate the lesion before the patient is 
treated. Cervical lacerations contain more cervical cells and when submitted 
with a vaginal smear in a suspicious case, will help in determining malignancy. 


TREATMENT 
_ EVIDENCE indicates that carcinoma in situ of the uterine cervix is 
adequately treated by a total hysterectomy with conservation of the adnexas 
in younger women. In large erosions and lacerations, when the squamo- 
columnar circumference is large and irregular, a “sturmdorf amputation” 
may be indicated either initially or following excision of a suspected part of 
the squamous margin or biopsy. In the rare instances in which cytological 
evidence is conclusive in the opinion of an experienced cytologist, but biopsy 
results are repeatedly negative, a total hysterectomy may be considered if the 
patient is past the childbearing period. In cases in which fundal carcinoma is 
suspected on the basis of positive reacting cells of glandular type, an endo- 
metrial biopsy specimen should be obtained for positive confirmation preced- 
ing surgical extirpation or radiation therapy. In preclinical carcinoma of the 
cervix which has not reached clinical stage 1, a panhysterectomy may be ade- 
quate, except in the rare cases in which the lesion has extended up into the 
canal and may have spread more than is apparent in the lateral direction. 
We find no unanimity of opinion in the complex problem of management 
of cancer in pregnancy. Ward divides treatment into three classes: (1) in 
early pregnancy—high supracervical hysterectomy and bilateral salpingo- 
oophorectomy followed by irradiation of the stump with high voltage rays; 
2) at five months—if the mother chooses, minimal roentgen radiation to 
the cervix, followed by Porro cesarean section and late high voltage roentgen 
radiation; and (3) during last three months—Porro cesarean section, and 
irradiation of the stump by high voltage. 


CONCLUSIONS 
Carcinoma in situ should be regarded as a cancer which, if not properly 
cared for, will ultimately kill the patient if she lives long enough. Smears 
from the cervix and vaginal canal are of great value in diagnosis and it 
would be well for all well-organized clinics to do smears on all new cases 
at the time biopsies are obtained. Gynecologists must be as alert in cancer 
detection as the chest specialist is in detection of tuberculosis. 


From the Department of Gynecology, Medical College of Alabama, University of Alabama, 
Birmingham, Alabama. 
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TRY KNOX GELATINE 


ON YOUR MOST DIFFICULT i 
KNOX GELATINE is a low residue protein 
GERIATRIC CASES WHO food, readily digested and absorbed. A good 


dietary supplement for your aging patients, 


NEED “GROWING FOODS’”’ it contains 7 out of 8 essential amino acids 


and a majority of the 23 amino acids making 


up protein. A protective colloid of the emul- | 
AS MUCH AS CHILDREN DO. | 





soid type, KNOX GELATINE has a pH of 
about 6, making it compatible with every 
known food. 


Recommend Knox Concentrated High Protein Drink For Your Aging Patients 


KNOX CONCENTRATED GELATINE 

DRINK -— Instruct the patient to pour one 
envelope of Knox Gelatine (7 grams — 28 | 
KN OX calories) into a % glass of unsweetened fruit 
GELATINE U. S. P. ALL PROTEIN juice or water, not iced; let the liquid absorb | 
NO SUGAR the gelatine, stir briskly and drink at once. 
If it thickens, add more liquid and stir again. | 
Two envelopes or more a day are average | 


For your patient's protection, be sure you “gers 
minimal doses. 


specify KNOX, so that the patient does not mis- 


takenly get ordinary gelatin dessert powders, Available at grocery stores in 4-envelope family 
which are 85% sugar. size and 32-envelope economy size packages. | 








CHARLES B. KNOX GELATINE COMPANY, INC. ¢ JOHNSTOWN, NEW YORK 
33A 


Premedication in the Aged Patient 

L. RUMBLE, JR. South. M. J. 47 :651-653, 1954. 
Because of the greater tendency to overdose, 
more attention is necessary in the preopera- 
tive administration of drugs to the senescent 
patient. Premedication provides psychic seda- 
tion and reduces metabolic activity so that 
oxygen needs decrease. The effectiveness ol 
ventilation is increased by the action of drugs 
inhibiting pulmonary secretions. Finally, va- 
rious agents may reduce reflex activity and 
prevent spasm of the laryngotracheobronchial 
tree. 

Opiates and barbiturates provide excellent 
sedation. In patients over 60, morphine is 
given in quantities of 4% gr. or less. Demerol 
is less effective but 25 to 75 mg. is adequate 
in older patients. Dilaudid and Pantopon may 
also be used but never in larger doses than 
the equivalent of morphine. 

For relaxation and sleep during operations 
with local anesthesia, barbiturates are satis- 
factory. Luminal sodium in 2- to 4-gr. doses, 
unlike Amytal, Seconal, and Nembutal, has 
little depressant action in older people, yet 
provides adequate sedation for short periods. 
To reduce vagal nerve activity and counteract 
the respiratory depressant action of opiates, 
atropine is used in a 1:25 ratio with mor- 
phine. Opiates and belladonna drugs are 
given one and one-quarter hours and barbit- 
urates, when used, two hours before surgery. 


Cerebral Hemodynamic Studies on 
Hypertensive-Atherosclerotic Subjects 
During Hexamethonium Therapy 


J. KLEM and J. F. FAZEKAS. M. Ann. District 

of Columbia 23 :480, 1954. 

Cerebral hemodynamic and metabolic studies 
were made on 8 subjects from 55 to 76, with 
sustained diastolic hypertension and clinical 
cerebral and coronary atherosclerosis. Mean 
arterial blood pressures were between 150 
and 180 mm. Hg. 

Acute and chronic reductions of pressure 
with hexamethonium were done. For acute 
titration, hexamethonium was administered 
intravenously at the rate of 1 mg. of the 
ion per minute until mean arterial pressure 
fell to normotensive levels. Gradual decrease 
in pressure was accomplished by giving in 
creasing doses subcutaneously twice daily. 
The dosage required to bring blood pressure 
readings to normal levels was continued from 
ten to twenty-seven days. 

The rate of cerebral blood flow was esti- 
mated from observed cerebral arteriovenous 
oxygen differences and a previously obtained 
cerebral metabolic rate. With acute reduction 
of arterial pressure, mean cerebral arterio 
venous oxygen difference increased and cere 
bral blood flow diminished. Chronic adminis- 
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tration of the drug produced no significant 
changes from control values. Seven subjects 
exhibited manifestations of cerebral vascular 
insufficiency during the acute titration. De- 
spite previous electrocardiogram evidence of 
coronary artery disease, none developed acute 
insufficiency. 

With gradual reduction of pressure, 4 pa- 
tients continued to show signs of cerebral 
ischemia after the dose of hexamethonium 
had been stabilized at optimum levels. Cor- 
onary insufficiency occurred in one subject 
during chronic therapy. Only one patient 
showed improvement and this happened dur- 
ing an acute episode of acute hypertensive 
encephalopathy. Results emphasize the dan- 
ger of hexamethonium treatment in athero- 
sclerotic persons. 


Obstructive Arterial Disease in the Aged 
M. NAIDE. Pennsylvania M. J. 57: 742, 1954. 
Arterial obstructive disease of the aged is 
most frequently caused by arteriosclerosis 
obliterans, with or without diabetes. Tissue 
ischemia gives rise to the signs and symptoms 
of arterial insufficiency. Intermittent claudi- 
cation is an early manifestation with coolness 
of the extremity and numbness and tingling 
occurring later. Local tissue necrosis, with 
superficial ulceration or gangrene, develops 
later. 

Physical examination reveals lack of pul- 
sation of the dorsalis pedis and posterior 
tibial arteries. Popliteal and femoral arteries 
should be palpated to detect the level of 
arterial obstruction. Elevation of the affected 
extremity results in blanching and cyanosis. 
Flushing time, upon return to the depressed 
position, is delayed and the extremity is cool 
to the touch. 

Pulsation in the extremity may be tested 
by the application of a blood pressure cuff, 
inflated to systolic pressure, at the ankle 
area, and noting the range of motion of the 
pointer. A range of two to three spaces is 
indicative of nearly normal pulsation. Em- 
bolic occlusion is suggested by the sudden 
onset of arterial obstruction in the presence 
of auricular fibrillation, subacute bacterial 
endocarditis, or recent myocardial infarct. 

Treatment includes general care of the feet, 
discontinuance of smoking, and prompt care 
of minor trauma and dermatophytosis. Vaso- 
dilators include oral alcohol and intraarterial 
injections of papaverine. Sympathetic blocks 
may be useful. Reflex vasodilation may be 
accomplished by the application of a heating 
pad to the abdomen or to a normal extremity. 

Embolectomy and anticoagulants are indi- 
cated in peripheral embolic occlusion. Ampu- 
tation of the toe or a transmetatarsal ampu- 
tation is feasible occasionally. Postamputa- 
tion rehabilitation should not be omitted. 

(Continued on page 598) 
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Staphylococcus aureus (Micrococcus pyogenes var. aureus) is a Gram-positive organism 


commonly involved in a great variety of pathologic conditions, including 


It is another of the more than 30 organisms susceptible to 


100 mg. and 250 mg. capsules 
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GERIATRICS 


A note from the Doctor 


who prescribes: 


“CLIMB STAIRS SLOWLY” 


when he’d like to say: 


“DON'T CLIMB STAIRS” 
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Why let your patients gamble with stair climb- 
ing? The Shepard HomeLIFT, the quality residence 
elevator, or EscaLlFT, a residence stair climber, 


costs less than a medium priced automobile. 


Both are designed for persons who cannot or 
should not climb stairs. Safe—easy to install 


—simple to operate—no special wiring required. 
Gives patients greater freedom. Ends stair 


climbing drudgery. Write for complete literature. 


‘“Manufacturers of high-speed passenger 
elevators for commercial buildings” 


SHEPARD 


Ll eVAB we RS 


THE SHEPARD ELEVATOR CO. 
5013 Brotherton Road, Cincinnati 9, Ohio 
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Analeptic Action of Oral Metrazol 
in Geriatric Practice 


J. R. CALLAN and w. L. STARNES. Dis. Nerv. 

System 15:121, 1954. 

Oral Metrazol is recommended for prevention 
of psychosis in arteriosclerotic or senile per- 
sons. The drug was given to 39 patients in a 
state hospital with considerable improvement 
of mental symptoms in 28 per cent, and no 
improvement in 23 per cent. Patients who 
are incontinent, uncooperative, confused, and 
destructive may show considerable improve- 
ment within 30 days after starting the treat- 
ment. Patients are often able to return home, 
and others not so improved become more 
tractable and may sometimes be transferred 
to a geriatric home. 

Beginning dosage is 1 tablet 4 times a day, 
and after one week, 2 tablets 4 times a day. 
If improvement increases, dosage is held at 
that level; if not, it is increased to 3 tablets 
4 times a day. If improvement continues, dos- 
age is dropped to 2 tablets. Then, if symp- 
toms recur, it is raised to 3 tablets 4 times a 
day. If no improvement is noted within 30 
days, the patient is considered refractory and 
the drug is discontinued. The few side effects 
include transitory or persistent nausea, and 
an early transient rise in diastolic blood 
pressure. 


Tolerance of Elderly Surgical Patients to 
Intravenous Dextrose and Water Solutions 


E. L. BE ek v. 108, and Pp. HOopGSON. Arch. 

Surg. 69 :315, 1954. 

At the U: niversity of Michigan Hospital, the 
number of surgical patients over 50 increased 
112 per cent between 1940 and 1950. Ten such 
patients were selected for study of postopera- 
tive fluid requirements and tolerance to in- 
travenous fluids. Fluids were given as a 4 or 
5 per cent solution of dextrose in water at 
a rate of less than 500 cc. per hour and in 
amounts less than 2000 cc. per day. 

A “normal” postoperative urinary output 
in elderly patients does not indicate that ade- 
quate intravenous fluid intake has been ac- 
complished. Ratio of intake to output is 
essential for the determination of water bal- 
ance. 

A fall in the serum potassium occurs with 
an increasing chloride and potassium urinary 
excretion during diuresis. The ability of the 
kidneys to conserve sodium, in the two pa- 
tients studied for urinary sodium output 
while on intravenous fluids, was excellent. 

Individual differences existed as to the 
optimal amount of intravenous fluids re- 
quired for a positive water balance. There- 
fore, no routine quantities of fluid should be 
administered without careful water balance 
appraisal. Older patients should return to 
oral fluids as soon as possible in the post- 
operative period, as these people handle oral 
better than intravenous fluids. 
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Course in Physical Therapy 

The Institute of Physical Medicine and 
Rehabilitation, New York University- 
Bellevue Medical Center, and the New 
York University School of Education are 
offering a four-week course in physical 


New Publications 


“The Older Nurse,” a booklet reporting 
a project conducted by the professional 
counseling and placement service of the 
American Nurses Association, has been 
issued at $1.50 a copy by the association, 


rehabilitation methods, at the following 2 Park Avenue, New York 16. 
dates: November 22 to December 17; “The Architect Looks at Housing the 
February 7 to March 4, 1955; May 2 to Aged,” a preliminary report on prin- 
May 27. For information write to Mrs. ciples and standards, has been published 
ee ee ee. of at 50 cents a copy by the Housing Re- 
Auge Katte een ehabilitation, search Council of Southern California, 
400 East 34 Street, New York 16. Inc., 204 South Los Robles Avenue, 
. Pasadena 5, California. 
The Women’s Bureau of the U. S. Depart- 
ment of Labor has issued a “Bibliography 
The Journal of Chronic Diseases, devoted on Employment Problems of Older 
to the problems of chronic illness of all Women,” which may be obtained from 


age groups, will make its initial appear- the Government Printing Office, Wash- 
ance in January 1955, under the editor- : Oe I Ook 35 Pen 

ship of Dr. Joseph Earle Moore of Balti- — yg ae Oe eee 
more. ° 
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A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 


1. Cass, L. J. and Frederik, W. S.: Malt 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 


Soup E Bowel > 
Mocifier in Geriatric Constporon, Send for  BORCHERDT MALT EXTRACT CO. 
Journal-Lancet, 73:414 (Oct.) 1953. Sample 217 N. Wolcott Ave. e Chicago 12, Ill. 
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A twelve-year-old cuts his foot—it heals 
completely in a few days. But the boy’s 
grandfather who barks his shin may soon 
be nursing a resistant ulceration. Old age 
puts many obstacles in the way of the 
healing process. 


In later life, intake of protein and vitamin C— 
both indispensable to prompt wound healing — 
is frequently deficient due to poor appetite, 
impaired digestion or addiction to food fads. 
In geriatric patients the ebbing of hormonal 
secretions which favor protein formation and 
retention may further hinder the repair proc- 
ess. Defects in the vascular system often impair 
healing, and reduced activity in later life 
aggravates inadequate circulation. 


Management of these systemic deficiencies is 
of primary importance, but in treating older 
patients with resistant lesions, the physician 
also welcomes a topical medication which can 
assist the healing process. 


supplement to systemic therapy 


CHLORESIUM® “,.,.may overcome retard- 
ing factors so as to bring the healing 
rate up to or toward the normal rate.”! 
(N. N. R. 1954) Beneficial results are widely 
reported with use of CHLORESIUM OINTMENT 
and SoLuTION (containing water-soluble chlo- 
rophyll derivatives) in slow-healing bedsores, 
varicose ulcers, and other resistant lesions. 


...and healing 


In a Veterans Administration study of eleven 
medications for treatment of decubitus ulcers, 
**.,.the most effective agent is generally agreed 
to be chlorophyll ointment and liquid.”? It was 
also reported that CHLORESIUM “...excels any 
previously used agent for local treatment of leg 
ulcers....”3 Statistical analysis has shown that 
“,.the increased healing rate produced by 
CHLORESIUM is significant.” “The rapid gran- 
ulation and absence of local irritation or toxic- 
ity and the good epithelization were most 
impressive....’"3 


odor eliminated 


In addition, the offensive odor so characteristic 
of slow-healing lesions was “...largely elimi- 
nated after the first few applications [of 
CHLoREsIUM]...."3 This action is consistently 
reported in all clinical studies of CHLORESIUM 
in foul-smelling wounds, including malignant 
lesions. 


Many physicians are using CHLORESIUM 
for the benefit of their geriatric patients. 
To see what it can do for your older 
patients, send in the attached coupon for 
a generous clinical supply. 


references 


(1) Council on Pharmacy and Chemistry, A.M.A.: New and 
Nonofficial Remedies, Philadelphia, J. B. Lippincott Company, 
1954, p. 543. (2) Pollock, L. J., and others: J.A.M.A. 146:1551 
(Aug. 25) 1951. (3) Edwards, B. J.: Physiotherapy 40:177, 1954. 
(4) Barnes, T. C., and Amoroso, M. D.: Am. J. Surg. 87:805, 
1954. 


CHLORESIUM OINTMENT: l-ounce and 4-ounce tubes. 
Cu.oresium Soxution (Plain) : 2-ounce and 8-ounce bottles. 


company + Mount Vernon, New York va 
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: Please forward a generous supply of CHLORESIUM : 
' OINTMENT for use on resistant, foul-smelling lesions. ; 
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SPERSOIDS*: 50 mg. per teaspoonful (3 Gm.) : 


Dispersible Powder SS 


PEDIATRIC DROPS: Cherry flawr. 
Approx. 5 mg. per drop. 
Graduated dropper. 





OINTMENT (3% ) 


4 


4 


ACHROMYCING 


Vetracyding Crystattine 
2 tee GRAL SISPENSION 





ORAL SUSPENSION: Cherry flavor. 
250 mg. per 5 cc. teaspoonful. 








now available in these many convenient forms: 








OPHTHALMIC OINTMENT (/% ) 





TABLETS: 250 my., 100 mg., 50 mg. CAPSULES: 250 mg., 100 mg., 50 mg. 
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SOLUBLE TABLETS: 















50 mg. 


flavor 
p. 

















MING 


INTRAVENOUS: 500 mg., 250 mg., 100 mg. INTRAMUSCULAR: 100 mg. 
Tetracycline Lederle 
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ACHROMYCIN, the new broad-spectrum antibiotic, is now 
available in a wide range of forms for oral, topical and 
parenteral use in children and adults. New forms are being 
prepared as rapidly as research permits. 


ACHROMYCIN is definitely less irritating to the gastro- 

intestinal tract. It more rapidly diffuses into body tissues 
and fluids. It maintains effective potency for a full 24-hours 

in solution. 


ACHROMYCIN has proved effective against a wide variety of | 
infections including those caused by Gram-positive and | 
Gram-negative bacteria, rickettsia, and protozoan organisms. 





EAR SOLUTION (0.5% ) 


? 
LEDERLE LABORATORIES DIVISION aweascan G yanamid COMPANY Pearl River, N.Y. 








“Mercaptomerin sodium 


| Thiomerin sodium | is 


an effective mercurial 
diuretic which produces 
much less local irritation 
on injection than other 
organomercurial 
compounds used for this 


purpose. = 


EDEMA CONTROL BY 
SUBCUTANEOUS INJECTION 





Low in toxicity, effective in diuresis, depend- 
able in response, THIOMERIN is an agent of 
choice”* for combating edema. THIOMERIN’s 
thionated formulation affords diuresis with 
minimal toxicity—both local and systemic. 
These outstanding advantages, plus the ease 
of administration, frequently permit super- 
vised self-injection* in ambulatory patients. 
THIOMERIN offers these patients convenient 
edema-free maintenance and gentle, sustained 
effect.* Cardiac edema, nephrotic edema. 
hepatic edema. 

1. New and Nonofficial Remedies. J. B. Lippincott Co., 
Philadelphia, 1954, p. 349. 2. Herrmann, G.R., and others: 
Texas State J. Med. 46:75 (Feb.) 1950. 3. Grossman, J., 


and others: Circulation 1:508 (April) 1950. 4. Krehbiel, 
S., and Stewart, H.J.: J.A.M.A. 146:250 (May 19) 1951. 


*A review copy of a fully illustrated booklet for 
patients, with step-by-step directions on subcu- 
taneous injection, will be sent to physicians on 
request. 


THIOMERIN’ 
SODIUM 


3 MERCAPTOME BRIN s$opDIiU™ 


Philadelphia 2. Pa. Mercurial Diuretic for Subcutaneous, Intramuscular or Intravenous Injection 
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NOW in urinary tract infections 
therapy is facilitated by prescribing 
the new convenient dosage form 


Mandelamine’gz 


(BRAND OF METHENAMINE MANDELATE) 


“HAF GRAMS" 05 6m. crseaa 


to provide 

.-.continued therapeutic drug levels of Mandelamine 
--. greater patient convenience 

-.. better patient cooperation 


with this new dosage schedule: 


| 
adults | morning 88 noon a4 evening 68 0.5 Gm. 


children over five | morning @ | noon @ | evening @ 0.25Gm. 
infants under one | morning @ | evening @ 0.25 Gm. 


al s é my d 
to Professional Service Department 


Nepera Chemical Co., Inc. 
Nepera Park, Yonkers 2, N. Y. 2102-6 
























RECENT ADVANCES IN 


from pancreas 


Lipotropic Therapy "S= 


LIPO-K 


Containing the natural crystalline lipotropic factor 
isolated from the Pancreas. 


INDICATIONS 


Wherever Lipotropic Therapy is indicated 


@ Angina Pectoris @ Hypertension 


@ Fat Infiltration @ Atherosclerosis 





@ Decholesterolization of tissue depots 
LIPO-K is supplied for intramuscular 


Literature on request use in 10 and 30 cc. vials and capsules 
for oral administration. 


Cy Laboratories - - - - New Rochelle, N. Y. 


VINCENT CHRISTINA, Director 



























Even the closed units at Hall- 
Brooke have all private rooms, 
as comfortably furnished as pos- 
sible. In this private psychiatric 
hospital, the emphasis is on active: treatment, analytically- 
‘oriented psychotherapy, and the various somatic therapies. 


Hall-Brooke 


Greens. Farms, pox 31, Connecticut 
Telephone: Westport, CApital 7-5105 











George S. Hughes, M.D., Medical Director Heide F. Bernard 
Leo H. Berman, M.D., Clinical Director Samuel Bernard 


Administrators 























ELECTRON PHOTOMICROGRAPH 


35,000 X 


Diplococcus pneumoniae (Streptococcus pneumoniae) is a Gram-positive 


organism commonly involved in 


It is another of the more than 30 organisms susceptible to 


Fo! yA NI IVI YC 
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100 mg. and 250 mg. capsules 


H TRADEMARK, REG. U.S, PAT. OFF, 
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New... 


“Uses of Wine in Medical Practice (a Summary)” 
—published by the Wine Advisory Board, California 
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Pratsep through the ages for its tonic effect, wine— 
the classic beverage of moderation—has been the ob- 
ject of intensive physiologic and pharmacologic study 
during the past 15 years. 


mmr 


Much of this research, which is still in progress, has 
been instituted in various centers by the Wine Ad- 
visory Board of California in an effort to separate fact 
from folklore and so evaluate the true place of wine 
in medical practice. 
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Aside from the psychobiologic effects of wine, a 
phase of research very difficult of objective proof, 
there is rapidly accumulating a definite literature cov- 
ering the precise effects of wine on the human host. 
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A cross-section of highly interesting research find- 
ings have been summarized briefly in this new 
brochure intended for distribution to the medical 
profession. 

The table of contents includes chapters on— 

“Chemical Constituents of Wine’ 


“Wine in Gastroenterology” 


PINT Sa Ee 


S 


“Wine in Pharmacy” 

“Wine and Nutrition” 

“Wine in Geriatrics and the 

Treatment of the Convalescent” 

It will be noted that many of the important physio- 
logical properties of wine differ significantly from those 
of plain alcohol. For a few cents a day your patients 
» can have the appetite-stimulating, relaxing properties 

of wines produced from the world’s finest grape var- 
ieties grown in an ideal climate and processed with 
modern wine-making skill. 
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We believe you will find “Uses of Wine in Medical 
Practice” a valuable addition to your files. A copy is 
available to you, at no expense, by writing to: 

Wine Advisory Board, 717 Market Street, San 
Francisco 3, California. 
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Lederle 


















Deiphicor | 


Choline — Methionine — Inositol — Folic Acid — Vitamin Biz Lederle 
CAPSULES 


IN LIPOTROPIC DISORDERS 


DELPHICOL is indicated in the treatment and prevention of 
fibrotic changes in the liver—usually preceded by the deposi- 
tion of fat. Its use appears warranted in cirrhosis of the liver 
and other hepatic disorders where fat deposition may be a 
factor; and in abnormal lipid metabolism. Adjuvant use of 
INTRAHEPTOL* Liver Concentrate Lederle, in conjunction 
with a high-protein, high-vitamin diet, has also been found 
of definite benefit. 


DELPHICOL Capsules contain: Choline Bitartrate, 350 mg.; 
dl-Methionine, 190 mg.; Inositol, 38 mg.; Folic Acid, 0.2 mg.; 
and Vitamin B;2, 2 micrograms. 


DELPHICOL Solution is also available, containing Tricholine 
Citrate 1.8 Gm. (equivalent to Choline Chloride 1.5 Gm.); 
Acetyl dl-Methionine 1.54 Gm. (biologic activity equivalent to 
0.6 Gm. dl-Methionine) ; Inositol 0.3 Gm.; Folic Acid 0.2 mg. 
and Vitamin B,2 15 micrograms per tablespoonful (15 cc.). 





DELPHICOL Capsules are supplied in bottles of 100 and 1,000; 
DELPHICOL Liquid in 16 fluid ounce bottles; INTRAHEPTOL in 


10 cc. vials. 


*reo. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 


AMERICAN COMPANY 


PEARL RIVER, NEW YORK 
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‘Roche’ 





Non-narcotic 
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HOFFMANN-LA ROCHE INC e 


Soothing 
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SEDULON®. BRAND OF DIHYPRYLONE (3,3. DIETHYL-2,4-DIOXO-PIPERIDINE) 



















in the treatment of: 


COLOSTOMIES 


FISTULAS 







ANORECTAL IRRITATIONS © 





Well documented! 


Supplied in 1 oz. tubes 
and 1 lb. jars 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N.Y, 
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ENRICHED BREAD..... 





Tue superior nutritive value of 
enriched bread over unenriched bread is 
emphasized by analytical data recently 
published by the United States Department 
of Agriculture.! Comparison of the two 
kinds of bread indicates how much more 
effectively enriched bread contributes to 
nutritional needs. 


Since enriched breads represent an esti- 
mated 85 per cent of all commercially pro- 
duced bread, the evidence shows that bread 
enrichment has notably increased the B 
vitamin and iron intake of our population. 
For this reason enriched bread, since 1941 
(when it was first marketed), has been a 
valuable aid in reducing the incidence of 
attributable deficiency diseases.3,4 

But enriched bread contributes to good 
nutrition in other ways, too. The 13 grams 
of protein supplied by 51% ounces (esti- 
mated average daily consumption) aids 
notably in the satisfaction of the daily pro- 
tein requirement. Since virtually all 
enriched bread today contains substantial 
amounts of nonfat milk solids, its protein 
—consisting of flour and milk proteins—is 
biologically effective for growth as well as 
tissue maintenance. 








Because of its high nutrient value, its 
easy and almost complete digestibility, and 
its universally accepted pleasant, bland 
taste, enriched bread merits a prominent 
place not only in the general diet, but in 
special diets as well. In many reducing diets 
3 or more slices daily are included. The 
average slice of machine-sliced enriched 
bread supplies only 63 calories. 


At notably low cost, enriched bread is 
making a valuable contribution to the nutri- 
tional health of the American people. 


- 


. Watt, B.K., and Merrill, A.L.: Composition of 
Foods—Raw, Processed, Prepared, United 
States Department of Agriculture, Agricultural 
Handbook no. 8, 1950. 


2. Data furnished by the Laboratories of The 
American Institute of Baking, Chicago, Illinois. 


w 


. Sebrell, W.H., Jr.: Trends and Needs in Nutri- 
tion, J.A.M.A. 152:42 (May 2) 1953. 


4. Flour and Bread Enrichment, 1949-50, The 
Committee on Cereals, Food and Nutrition 
Board, National Research Council, 1950. 


The Seal of Acceptance denotes that the 
nutritional statements made in this adver- 
tisement are acceptable to the Council on 
Foods and Nutrition of the American 
Medical Association. 


B VITAMIN AND IRON CONTRIBUTION OF 512 OUNCES* OF ENRICHED AND UNENRICHED BREADS AND PERCENTAGES OF 


RECOMMENDED DAILY ALLOW ANCES** 












ENRICHED BREAD UNENRICHED BREAD 
Percentages of (of former years) 
Amounts Recommended Daily Amounts Percentages of 
Allowances Recommended Daily 
Allowances 
THIAMINE 0.37 mg. 25% 0.08 mg. 5% 
NIACIN 3.40 mg. 23% 1.40 mg. 9% 
RIBOFLAVIN 0.23 mg. 14% 0.09 mg. 6% 
IRON 4.10 mg. 34% 1.10 mg. 9% 






















**Da 





*An estimated amount of bread consumed daily by the average person. 
| Research Council for a fairly active man 45 years of age, 67 inches 


ily dietary allowances (1953) rec 





ded by the Nati 


in height, and weighing 143 pounds. 
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AMERICAN BAKERS ASSOCIATION 20 NorRTH WACKER DRIVE, CHICAGO 6, ILL. 











she’s calculating a risk 


Blood volume determinations oy the 
Evans Blue technic help reduce the risk of 
major surgery. With dependable precision, 
this method indicates whether a transfu- 
sion is needed, and how much blood should 
be given. Mortality from surgical shock 
can thus be significantly reduced. 

The Evans Blue method of blood vol- 
ume determinations permits far more re- 
liable evaluation of blood volume deficits 
than older procedures.':? The technic 
of quantitative injection and colorimetric 


Evans Blue ‘| 


WARNER-CHILCOTT 


measurement is easily mastered* and fea- 
sible even in smaller hospitals, without 
specialized equipment and personnel. 
“The range of surgery has thus been 
vastly extended. Procedures which once 
seemed daring can now be performed — 
even in older patients — without fear of 
surgical or postoperative shock.!+4 
1. Beling, C. A., et al.: Geriatrics 7:179 (May-June) 1952. 
2. Barbour, C. M., Jr., and Tennant, R.: J. Urol. 71:497 
(April) 1954, 3. Reich, C., and Wagner, E. J.: New York 


State J. Med. 50:1833 (Aug. 1) 1950. 4. Parsons, W. H., 
et al.: Ann. Surg. 135:791 (June) 1952. 


5.0 cc. ampuls—No 
weighing or calibra- 
tion required. A vail- 
able at leading 
laboratory supply 
houses. Literature 
sent on request. 


(T-1824) 
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Now, even seriously ili patients can easily 
be given nutritional support equal to ‘three square meals a day,”’ 
dramatically hastening recovery and shortening convalescence. 


S EN 


the complete nutriment for tube and oral feeding 
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A 24-hour “diet” of 900 Gm. of Sustagen Reports of steady weight gains with patients fed Sustagen 
t i- , , a 

itt Pihecwece i Ally ge exclusively for more than 90 days attest its nutritional com- 


















and Nutrition Board of the National i 
Research Council.* i pleteness. 
re j 
Protein.... : 
TEE Ss as bépeee ene i 2 
Carbohydrate. : ' . ‘ | , . : 
Vicaidins and Siadvels i With Mead's Tube Feeding Set, using plastic tubing half the 
Vitamin A..............-.5000 units size of the smallest rubber tubing, Sustagen is easily ad- 
RWS 0 vésseesscaseuan 500 units ee ‘ . . 
Ascorbic acid..............- 300 mg ministered without discomfort to your patients. The prob- 
Joo pele ecleapehanes “4 lems of diarrhea, cramps and nausea so long associated with 
Niacinamide........ 100 mg j ; imi ‘ 
Calcium pantothenate "40 mg. tube feeding are virtually eliminated with Sustagen. 
Lines tanoaiaualast 5 mg. Sustagen also makes possible more complete nutrition for 
tee oak ere 5m, many patients for whom parenteral alimentation was hereto- 
WAMIN B12... . cece eee eee mcg. 5 % - 
(crystalline) - fore the only practical and effective means available. 
WOR so ccecievescccecscatese mg. 
(from ferrous sulfate) 
Calcium..... - P 3 Gm. 
Phosphorus........... .4.5 Gm. BY ut 
PRR 9 Gm : ? ‘ am 
Potassium. 7 Gm. Sustagen mixes easily with water to make a delicious 
therapeutic food drink for your patients on liquid or restricted 


diets, underweight or undernourished persons, and when 
tube feeding is discontinued. 
Available through drug stores in 1-lb. and 2%-lb. cans, 











*Therapeutic Nutrition, Publication No. 234, 


National Research Council. and to hospitals in 5-lb. cans. 


eZ MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


S2A 











For 
ESSENTIAL 
HYPERTENSION 





THEOMINAL R.S. 


(Theominal with Rauwolfia serpentina) 





Combines for synergistic action: 


Theobromine scsenscesversse lO eens) O.s2 Gm. 
Luminal® (pioneer brand of phenobarbital) (1/6 grain) 10 mg. 
Rauwolfia serpentina alkaloids (alseroxylon fraction) 1.5 mg. 


Theominal itself has been widely prescribed for essential hypertension for sev- 
eral decades. The addition of Rauwolfia serpentina alkaloids—purified alseroxylon frac- 
tion—to the well established Theominal formula represents a substantial improvement. 


With the use of Theominal R.S., objective and subjective improvement can be 
obtained in a large percentage of hypertensive patients. There is mild and gradual but 
sustained reduction of excessive blood pressure and pulse rate to near normal levels. 
Striking symptomatic improvement occurs concurrently: alleviation of congestive 
headache, vertigo, dyspnea, nervous irritability, apprehension and insomnia. 


With Theominal R.S. medication the antihypertensive action of Luminal and 
theobromine may be evident in a few days, whereas a week or more may elapse before 
the Rauwolfia component exhibits its maximum effectiveness. However, the sense of 
well being due to Rauwolfia is experienced within a few days of medication and usu- 
ally precedes the development of the maximum antihypertensive effect. Theominal R. S. 
is well tolerated. 


DOSA The usual dose of Theominal R.S. is 1 tablet two or three times 
daily. When improvement has been maintained for a time, the dose may be reduced or 
medication suspended occasionally until its resumption is indicated. 


HOW SUPPLIED: Theominal R.S. is supplied in bottles of 100 tablets. wing 
WINTHROP 


New Yorn 18, N.Y.  Winosoa, Ont. 





Theominal and Luminal, trademarks reg. U.S. Pat. Off. 





tcalth for The aging patient * 


IN THE 40’s AND 50’s 


“preventive geriatrics 

may hope to be most effective,’ t 
since geriatric 

disability originates in 

these years. “Mediatric 

will help forestall atrophic 

changes due to waning sex hormone 
function and faulty nutrition. 


IN THE 60’s AND 70's 


impaired adaptability lowers 
resistance to internal and 
external stresses. 
I will enable 

the aging system to cope more 
effectively with gonadal hormone 
imbalance, dietary inadequacy, 
and emotional instability. 


IN THE 70’s AND 80's 


the functional derangements 
that began in earlier years enter 
the final phase. In these cases, 

i can be extremely 
valuable in maintaining 
physical vigor, improving 
muscle tone, and restoring 
emotional balance. 


STEROIDS ... to counteract declining sex 
hormone function 
66 rm 5 i. 
* Mi E [.) " A f re | ( NUTRITIONAL SUPPLEMENTS . . . to meet 
the needs of the aging patient 
A M ILD ANTIDEPRESSANT ... to promote a 
Steroid-nutritional compound brighter mental outlook 
Average dosage, 1 capsule or 3 teaspoonfuls 
of liquid, daily. 
Liquid, No. 910 — bottles of 16 fluidounces and 1 


gallon. 


Capsules, No. 252 — bottles of 30, 100, and 1,000. 


tStieglicz, E. J.: Geriatric Medicine, ed. 3, Phila- 
delphia, J. B. Lippincore Company, 1954, p. 21. 
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Ayerst Laboratories, New York, N. Y., Montreal, Canada 








